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Boston.  MA 
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Credentialing 


Organization,  bylaws,  rules  &.  regs. 


Medical  Staff  Monitoring  Functions 


Medical  staff/Departmental 
monitoring  ic  evaluation 

Surgical/invasive  procedure  review 

Drug  usage  evaluation 

Medical  record  review 

Blood  usage  review 
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Effectiveness  in  QA/QI 

Hospital  wide  Functions 

I.    .tion  control 

Utilization  review 

Risk  management  . 

Patient  rights 

Medical  Records 

Delinquency 

Medical  record  services 
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Nursing  Care 


Survey  date: 
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Laboratory 


Nursing  qualifications  & 
competency 

Hospital  plan  &.  leadership 

Nursing  care 

Monitoring  &  evaluation 

Patient  Services  / 
Monitoring  and  Evaluation 

Diagnostic  radiology  services 

Dietetic  services 

Emergency  services 

Nuclear  medicine  services 

Pathology  &  clinical 
laboratory  services 

Pharmaceutical  services 

Radiation  oncology  services 

Rehabilitation  services 

Respiratory  care  services 

Social  work  services 

Special  care  units 

Surgery  &  anesthesia  services 

Biopsychosocial  rehabilitation 

Governance  and  Management 

Governing  body 

Manage  me  nil  Admin  it  tration 

SF 


Proficiency  testing 

Quality  control 

Safety 

Administrative  procedures  & 
professional  staff 

riini,  iccnnoiogjr,  at  oaiety  Mgmt 

Safety  management 

Life  safety  management 
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Equipment  management 

Utilities  management 

Alcohol  and  Other  Drug  Dependencies 


Objectives/Scope  of  the  program 


Treatment  planning  process 


Monitoring  &  evaluation 


Ambulatory  Health  Care 


Provision  of  service  / 
Monitoring  it.  evaluation 


Record  content/continuity 


Special  Type  I  Rocommendation(s) 


Rati**  Seal*  3  "Partial  N  *  Not  applicable 

1 »  SubttaaaaJ  <  -  Wiru_mal  P=  Defer  to  primarr 

2~SifnificajU  5 ■  No  compliance     C 1  Contract  provided 


Supportive  Documentation 

Each  subhead  printed  in  bold  type  on  the  Accreditation  Decision  Grid  refers  to  a  "cluster"  or 
key  area  reviewed  during  a  survey.  Each  cluster  consists  of  grid  elements. 

Standards  from  the  accreditation  manual  are  aggregated  into  each  element  and  determine  the 
element  score. 

If  an  organization  receives  a  Type  I  recommendation,  a  3,  4  or  5  score  will  appear. 
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HAP  GRID  1993  EFF.  01/93 


JOINT  COMMISSION  ON  ACCREDITATION  OF  HEALTHCARE  ORGANIZATIONS 
OFFICIAL  ACCREDITATION  DECISION  REPORT 


DANA-FARBER  CANCER  INSTITUTE 
BOSTON ,  MASSACHUSETTS 


ORGANIZATION  IDENTIFICATION  NUMBER  000003566 


DATE  OF  REPORT  RECEIPT  ANALYST 

JULY  8,   1993  MANOLIA  SCHULT 

PROGRAM  IDENTIFICATION  NUMBER 
HAP003000040 


ACCREDITATION 
DECISION: 


The  Type  I  recommendation  which  required  a  written  progress 
report  on  the  above  date  has  been  removed.  The  findings  of  th 
report  indicate  that  your  organization  has  satisfied  the 
requirements  of  this  Type  I  recommendation. 


The  results  of  this  written  progress  report  do  not  affect  any 
other  Type  I  recommendation  requirement  that  may  exist  on  you 
current  accreditation  status. 


CLEARED  TYPE  I 
RECOMMENDATION 
TOPICS: 


The  following  topics,  reviewed  as  a  part  of  this  Type  I 
recommendation  response,  have  been  found  in  substantial 
compliance: 


1.     Life  Safety  Management 


Jo/nf  Pommfssion 

September  1,  1993 

Christopher  T.  Walsh,  PhD 
President 

Dana-Farber  Cancer  Institute 
44  Binney  Street 
Boston,  MA  02115 

Dear  Dr.  Walsh: 

We  are  writing  to  acknowledge  the  effectiveness  of  your  further  efforts 
towards  compliance  with  the  standards  of  the  Joint  Commission.  Based  upon  the 
written  progress  report  which  you  submitted,  the  Type  I  recommendation 
previously  placed  upon  your  accreditation  status  with  respect  to  the  following 
has  been  removed: 

1.     Life  Safety  Management 

We  direct  your  attention  to  the  fact  that  any  other  reports  or  focused  survey 
visits  concerning  other  Type  I  recommendations  related  to  your  accreditation 
award  must  also  be  satisfied  in  order  to  maintain  your  accreditation. 

In  accordance  with  Joint  Commission  policy,  this  action  is  confidential.  Any 
release  of  the  contents  of  this  report  is  at  your  discretion. 

We  congratulate  you  upon  your  effective  resolution  of  this  Type  I 
recommendation. 


Sincerely , 


Kenneth  G.  Hermann,  MBA ,  Pharm.D.,  FACHE 
Vice  President  for  Accreditation  Surveys 


-a 


cc:     George  P.  Cir.eiios,  MD,  Chief,  Division  of  Medical 
Vincent  M.  O'Reilly,  Chairman,  5oard  of  Directors 

John  W.  Clen.,  Director,  Department  of  Hospital  Accreditation  Services 


One  Renaissance  oouieva'C 
Oaksrocn  If'act  >l  6016' 
706  916  S600 


Mfmoer  Oiganiiaiions 
American  College  ot  Pnysioa-s 
American  College  of  Sutgeons 


DANA-  FARBER  ^      V  S 

CANCER  INSTITUTE  q  0    .  THE  JIMMY  FUND 

44  Bmney  Street.  Boston.  MA  02115 
July  5,  1993 

Report  Receiving  Center 
Joint  Commission 
One  Renaissance  Boulevard 
Oakbrook  Terrace,  IL  60181 

Organization  ID  number  000003566 

Program  ID  number  HAP003000040 


To  whom  this  concerns: 

Enclosed  please  find  the  Written  Progress  Report  of  Dana-Farber  Cancer  Institute,  in 
response  to  the  Official  Accreditation  Decision  Report  for  the  hospital  accreditation  survey  which 
took  place  on  March  24  and  March  25, 1993. 

This  Written  Progress  Report  discusses  the  Life  Safety  Code  deficiencies  identified  in  the 
report  and  related  deficiencies;  proposed  corrective  actions  with  supportive  documentation;  cost 
analysis  for  the  plan  for  improvement;  and  expected  dates  of  completion  of  these  improvements. 

A  certification  which  attests  to  the  accuracy  and  veracity  of  this  information  will  be  sent 
to  the  Customer  Information  Unit  under  separate  cover. 

Please  contact  me  if  further  information  is  required. 

Sincerely, 

Karen  S.  Nelson 
Director, 

Quality  Assessment  &  Risk  Management 


enclosure:  Written  Progress  Report  for  Life  Safety  Management 

cc:       Vincent  M.  O'Reilly,  Chairman,  Board  of  Directors 
John  W.  Pettit,  Chief  Administrative  Officer 
Christopher  T.  Walsh,  PhD,  President 


A  Teaching  Affiliate  of  Harvard  Medical  School 


Support  Services  Administration 


MEMORANDUM 


TO: 


FROM: 


A.C.  Sweeney 


K.  Nelson 


DATE: 


June  30,  1993 


SUBJECT:        JCAH  PROGRESS  REPORT  -  UFE  SAFETY 


Enclosed  you  will  find  the  response  to  the  JCAHO  request  for  a  written  progress  report  relative  to  Life 
Safety  Management  You  will  note  that  the  plan  for  improvement,  prepared  by  Dino  Fantegrossi,  includes 
all  deficiencies  identified  in  the  survey  decision  and  all  planned  actions  to  correct  the  same.  All 
appropriate  representative  documentation  has  been  provided  as  well. 

It  is  my  understanding  that  you  will  forward  this  report,  accompanied  by  the  signed  certificate  of  accuracy 
and  veracity  to  the  Joint  Commission. 

Should  you  require  any  further  information  and  clarification,  please  contact  Dino  Fantegrossi  or  George 
Bono,  ext  2-3185. 

Thanks. 

cc:       G.  Bono 

R.  Branson 

D.  Fantegrossi 
L  Gross 

M.  Lederman 

E.  Lewicki 

T.  McNamara 
J.  Pettit 


DANA-  FAR  BE  R 

CANCER  INSTITUTE  iHt  JIMMY  FUND 

44  Binney  Street.  Boston  MA  02115 

JOINT  COMMISSION  PROGRESS  REPORT 
LIFE  SAFETY  MANAGEMENT 

DEFICIENCY 

1.  Each  building  in  which  patients  are  housed  overnight  or  receive  treatment  is  in  compliance  with 
the  appropriate  provisions  of  the  1991  edition  of  the  Life  Safety  Code"  of  the  National  Fire 
Protection  Associate  (NFPA),  or  equivalent  protection  is  provided  and  documented.  (PL.2. 1)  (3 
Partial  Compliance) 

a.        Inpatient  Occupancies  (Existing)  (Contextual) 

1.  Y/hen  the  following  penetrate  fire  resistance  rated  v/all  assemblies,  the  spaces 
between  the  item  and  the  wall  are  filled  with  an  appropriate  fire  resistance  rated 
material:  (PLHE.1H)  (Contextual) 

a.  Pipes.  (PLHE.1H.1)  (3  Partial  Compliance) 

b.  cables/wires.  (PL.HE.1H.4)  (3  Partial  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  16TH  AND  17TH  FLOORS  OVER  FOUR  FIRE  DOORS. 
IT  WAS  NOTED  THAT  THE  SPACES  BETWEEN  THE  PIPES  AND  CABLES/WIRES  AND  THE  WALL 
WERE  NOT  FILLED  WITH  AN  APPROPRIATE  FIRE  RESISTANCE  RATED  MATERIAL. 

DFCI  PLAN  FOR  IMPROVEMENT 

Using  DFCI  Maintenance  Department  painters  (see  attached  Work  Order  #9230)  all  fire 
walls  on  the  following  Dana  Building  floors  will  be  checked  for  penetrations:  Dana  1 ,  2, 
3, 11,  15,  16,  17,  and  18.  All  penetrations  found  will  be  completely  filled  using  spackling 
compound,  sheet  rock,  metal  patches,  rated  foaming  agents,  or  other  fire  rated  materials 
as  needed. 

Dana  7,  8,  9,  and  1 0  have  all  been  recently  completed  as  part  of  a  project  to  sprinkle 
these  floors.  All  penetrations  were  located  and  repaired  at  that  time.  This  work  was 
completed  in  1992.  Dana  4,  5,  and  6  are  excluded  as  they  are  garage  and/or  mechanical 
floors  only.  Dana  16  and  17  are  being  done  specifically  as  part  of  a  project  to  install 
sprinklers  throughout  these  2  floors.  Finally,  Dana  12  and  Dana  14  will  be  checked  for 
fire  wall  penetrations  as  part  of  a  scheduled  1995  remodel  project.  It  is  not  possible  to 
do  Dana  12  and  14  sooner  due  to  the  potential  for  the  spread  of  aspergillus  virus  when 
ceiling  tiles  are  disturbed. 

The  completion  date  for  sealing  all  fire  wall  penetrations  is  September  30,  1993. 


A  Teacnmg  Affiliate  ol  Harvard  Medical  School 


COPY 


TE  OPEN:    06/17/33  TARGET  DATE:  09/17/93 

DANA- F ARB ER  CANCER  INSTITUTE 
CORRECTIVE  WORK  ORDER  No.  9230 
3P /VENDOR :  PAINT  NAME:  Painting  Shop 


EQUIPMENT  ID  4: 


LOCATION     BUILDING:  DANA  REQUESTED  BY:  D  FANTEGROSSI 

FLOOR:  ALL  TELEPHONE:  2-3185 

ROOM: 

COST  CENTER: 

PROJECT:  JCAHO  [JCAHO  ] 


DESCRIPTION  OF  REQUEST 

JOINT  COMMISSION  WORK  !! 
Using  fire  rated  wall  patches  and  joint  compound  carefully 
check  above  all  corridor  ceilings  to  locate  pipe,  wire,  and 
other  penetrations  that  allow  transmission  of  smoke  and  fire 

Patch  all  such  penetrations  and  document  on  red  lined 
drawings  provided  by  Dino  Fantegrossi 


WORK  PERFORMED  BY: 
NAME  OR  ID  NUMBER  DATE  NUMBER  OF  HOURS 


MATERIALS  AND  PARTS  USED: 
DESCRIPTION  QUANTITY  INVENTORY  FART  # 


WORK  PERFORMED  OR  ACTION  TAKEN 


oik  Authorized  By 


Joint  Commission  Progress  Report 

Life  Safety  Management  Plan  For  Improvement 

June  28,  1993 

2 


DEFICIENCY 

2.        Corridor  doors  are:  (PL.HE.2l)  (Contextual) 

a.        arranged  to  have  not  more  then  314-inch  undercuts.  (PL.HE.21.4)  (3  Partial  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  12TH  FLOOR.  IT  WAS  NOTED  THAT  THE  CORRIDOR 
DOORS  WERE  NOT  ARRANGED  TO  HAVE  LESS  THEN  OR  EQUAL  TO  3/4  INCH  UNDER  CUTS. 


DFCI  PLAN  FOR  IMPROVEMENT 

The  DFCI  Lock  Shop,  with  occasional  help  from  the  DFCI  Carpentry  Shop,  will  install  48" 
fire  rated  aluminum  and  neoprene  doors  sweeps  at  the  base  of  those  patient  room  doors 
on  Dana  12  and  Dana  14  where  the  door  undercut  is  in  excess  of  3/4-inch.  In  this  way, 
the  undercut  will  be  reduced  to  less  than  1/8-inch.  Please  refer  to  Work  Order  #8971 
(attached)  to  the  Lock  Shop  for  this  work,  as  well  as  a  copy  of  Purchase  Order 
#90982  OP  for  the  required  materials. 

Completion  date  for  this  work  is  August  15,  1993. 


COPY 


,TE  OPEN:  06/16/93 


TARGET  DATE: 


08/16/93 


DANA- F ARB ER  CANCER  INSTITUTE 


CORRECTIVE  WORK  ORDER  No.  6971 


NAME :  Lockshop 


EQUIPMENT  ID  *: 


LOCATION     BUILDING:  DANA 
FLOOR:  I2f.|4 
ROOM:  PATIENT 


REQUESTED  BY:   D  FANTEGROSSI 
TELEPHONE:  2-3185 


COST  CENTER: 
PROJECT:  JCAKO 


[JCAHO 


DESCRIPTION  OF  REQUEST 


Check  all  patient  room  doors  on  Dana  12  and  14  for  door  unde 
rcut  in  excess  of  i/2".     Install  48"  aluminum  and  neoprene 
fire  rated  door  sweeps  on  these  doors  to  reduce  visible  unde 
rcut  to  less  than  1/8" 

JOINT  COMMISSION  REQUIREMENT I 


NAME  OR  ID  NUMBER 


WORK  PERFORMED  BY: 
DATE 


DESCRIPTION 


MATERIALS  AND  PARTS  USED: 
QUANTITY 


INVENTORY  PART  Jf 


WORK  PERFQRHE.P  QR  ACTION  TAKEN 


PURCHASE  ORDER 

DANA-FARBER 

CANCER  INSTITUTE 


DATE 


06/22/93 


SHIP  TO  ARRIVE 


ORDER  NO. 


90982  OP 


TH£  ABOVE  0R0ER  NUMBER  MUST  APPEAR  ON  All  PACKAGES. 
00CUMENTS  AND  CORRESPONDENCE   REGARDING  THIS  0R0ER 


R  STAR  SALES 
29  COMMERCE  WAY 
WOBURN  MA  01801 

SHIP  TO:  (ENCLOSE  PACKING  SLIP  Wl  JH  SHIPMENT) 

DANA-FARBER  CANCER  INSTITUTE 
44  BINNEY  STREET 
BOSTON,  MA  02115 
ATTN:   RECEIVING  DEPT 

IDOR  NO. 

TERMS 
M  /  A  C 

F.O.B. 

INPLANT  DESTINATION 

JFB  109  MAINT 
K.   DUNCAN  632-313  4  

ICHASING  CONTACT  AND  TELEPHONE  NUMBER 

MARY  MELLO  (617)  632-3042 

BILL  TO: 

DANA  FARBER  CANCER  INSTITUTE 
ATTN:  ACCOUNTS  PAYABLE 
P.O.  BOX  469145 
BROOKLINE, 

 MA  02146-9145  

1UISITION  NO. 

881426 

ACCOUNT  NO. 

622009.7470 

MASS.  SALES  TAX  EXEMPTION  NO.:     E  042  263  040 

QUANTITY 


U.O.M. 


CATALOG  NO. 


DESCRIPTION" 


UNIT  PRICE 


EXTENDED  PRICE 


20 
15 
15 
60 
1 
1 


EA 
EA 
EA 
EA 
EA 
EA 


CONF1 
315CN48 
315C-84 
315CV-84 
305CN-84 
57AV-36 
430CR  36 


RMATION  -  DO  NOT  DUPLICATE 
DOOR  BOTTOM  SWEEPS 
ADJ  ASTAGAL 
ADJ  ASTAGL 
ADJ  ASTAGL 
DOOR  BOTTOM  SWEEP. 
AUTO  DOOR  BOTTOM 


6.85 
38.00 
38.00 
13.25 

3.96 
42.71 


137.00 
570.00 
570.00 
795.00 
3.96 
42.71 


COPY 


E  „SOVE  ORDER  IS  SUBJECT  TO  TERMS  BELOW  AND  THE  GENERAL  TERMS  AND 
EDITIONS  SPECIFIED  ON  THE  REVERSE  SIDE. 

SUBSTITUTIONS  OR  ADDITIONS  TO  THE  ABOVE  WILL  BE  ACCEPTED  UNLESS  APPROVED  BY  THE  PURCHASING  DEPARTMENT 

CES  SHOWN  ON  THIS  PURCHASE  ORDER  ARE  NOT  SUBJECT  TO  CHANGE  BY  VENDOR  UNLESS  SPECIFICALLY  STATED  ON 
S  ORDER  OR  APPROVED  BY  A  DULY  AUTHORIZED  REPRESENTATIVE  OF  DFCI  PURCHASING  DEPARTMENT 
NOT  SHIP  FREIGHT  COLLECT  IF  TERMS  OF  THIS  ORDER  ARE  OTHER  THAN  F  0  B  DESTINATION  PREPAY  SAID  CHARGES 
D  ADD  TO  INVOICE  WITH  COPY  OF  FREIGHT  BILL  ATTACHE0 


TOTAL  ORDER 


2118.67 


.  ^AGENT 

nARIA   C  A  BDtO         A  HIPCD  IHCTI1 


TERMS  &  CONDITIONS 


"i  A  .:coptancc  DanaFarbcr  Cancer  Institute  ("DFCI") 
sho'l  not  Be bound  by  this  Purchase  Order  until  Seller 
•;>ec'Jt9s  and  returns  the  acknowledgment  copy  when  said 
rt~»nowl<».igment  copy  is  applicable  by  sp«cific  designation 
,n  tivs  ;>rr.*jf  Frecution  a'ld  return  of  such  ackno wlcdpment 
i,<  ct  nMi.ciic^rneiu  of  production  pursuant  hereto  shall 
. ;  ■-.si.i'j if-  acceptance  hereof  specifications,  drawings, 
-s;r.;-!iTi ird  date  furnished  by  DFCI  to  Seller  in 
connection  wiih  this  o^der  are  hereby  incorporated  herein 
,-fnd  niAoe  n,iri  nereof.  (Mo  contract  shall  exist  except  as 
itovs  provided.  No  agreement  or  understanding  to  modify 
in.s  Ciocr  shall  be  binding  on  DFCI  unless  >n  writing  and 
s.gned  by  'JFCI  s  authorized  agent. 

2.  Changes  -  DFCI  shall  have  the  right  from  time  to  time 
ov  wntten  notice  to  seller  to  make  changes  in  specifications, 
design,  delivery  schedules  (postponements  only),  testing 
packing  or  destination.  If  any  such  change  causes  an 
increase  or  oecrease  in  the  cost  of,  or  the  time  required  for. 
performance.  <-nd  equitable  adjustment  shall  be  made  in  the 

r.trao:  price  or  delivery  schedule,  or  both.  Any  claim  by 
Seller  tor  adjustment  under  this  clause  shall  be  deemed 
waived  unless  maoe  in  writing  within  10  days  from  receipt 
oy  Seller  of  notice  of  change.  Price  increases  or  extensions 
of  time  for  delivery  shall  not  be  binding  on  DFCI  unless 
approved  by  DrC!. 

3.  Deliveries  •  DFCI's  research  and  development 
schedules  are  establisned  in  reliance  upon  the  dates  specified 
on  the  fqce  hereof  for  delivery  of  the  items  covered  by  this 
cider  Time  is  therefore  t.  e  essence  of  this  Purchase  Order. 
'•  any  such  item  is  not  completed  by  the  date  specifiod  on 
T.»  \zit  hereof  DFCI  reserves  the  right,  without  liability,  to 
-rancel  this  order,  hy  notice  effective  when  received  ty 
oelier.  as  to  items  not  yet  shipped  or  services  not  yet 
rendered,  to  purchase  substitute  items  or  services  elsewhere, 
itftd  to  charge  Seller  with  any  loss  incurred.  Any  provisions 
Mrecf  for  delivery  by  installments  shall  not  be  construed  as 
making  trig  obligations  of  Seller  severable.  Seller  shall  notify 
•^•:Ci  if  wrinng  promptly  ofany  delays  (however  caused)  ana 

■  •«  nnv  actual  or  potential  labor  dispute  which  delays,  or 
nrea'eris  to  delay,  tne  timely  performance  of  this  order.  If 
:"-:ller   is   unabie   to   complete    performance    el    this  time 
•-peofiod  fcr  delivery  hereunder,  by  reason  o'  strikes,  labor 
"■•!:c'.-'"»'. .  not.  war.  fire,  or  other  causes  btiyor.d  Seller'6 
leasunabic  control,  DFCI,  at  its  option,  may  elect  to  take 
.nth  :.-opoition  of  the  contract  Drice  as   the  wcrk  then 
.inf-io'ed  bears  to  lh-.  total  work  nereundei.  una  to  cancel 
-/':h"Mjt  liat'tlity,  as  to  the  balance  of  the  items 
•*\v.r'.  ii<r'eenoer. 

-  -■'.  .n: tut: ,  Seller  warrants  oil  products,  materials  or 
» i vn.tr.  d'j.'vered   her<v.jnder  to  be  free  from  aetects  of 

j:cr..;!  '.i   v.ciKinansnip  and   to  conform  strictly  to  the 
rviorss  furnished.   This   warranty  shall   survive  any 
5p«"«.:n'      T-.:very.    or    acceptance    of    the    materials  or 
■-rvi>  »s   or  p-ivment  therefor  by  DFCI. 

-  •••••'pecticr-.  -  Final  inspection  shall  be  a  DFCI's  premises 
":'<•  f-;)i«>f v-  se  agreed  in  writing.  Items  rejected  as  not 

.  .ft. mmg  if  :1ns  Purcnase  Ord^r  shall  be  returned  at 
i  -.•  <  expense   including  transportation  and  handling  costs. 

5  "~h«  non -discrimination  clause  contained  in  Section 
.-2  Z<ec\:U:-e  Orflft  '1246.  as  amended  by  Executive 
.••in  '  ".375.  and  Section  503  of  the  Rehabilitation  Act  of 
'"j  and  I'fii  »'ietn«jp;  Era  Veterans  Readjustment 
Ars:s*.a:  ce  a  .t  and  tne  Americans  with  Disabilities  Act  of 
'  290  a.;sute  equal  employment  opportunity  for  all  persons 
vith  regard  to  race,  color,  religion,  sex,  national  origin, 
■jisar.ii.ty.  Viemam  era  status,  or  disable  veterans,  status." 

7  "'•  s  the  seller's  responsibility  that  al  specifications  on 
•  ju  (  rii-nt  ri»;em  ordered  will  comply  with  pertinent  sections 
'  ;••«:  Occupational  Snfoty  and  Health  Act  at  the  time  of 

Mhwry  " 

■  ^i;  M;mcH  with  Ldv.«:  -  Seller  agrees  to  observe  and 
'"!  .  mid  6.1  tippiiCol'ie  federal,  state  and  local  laws,  rules 
;  i':  .    •::    •  ••  u.  it i*-  pi'ff orruance  of  this  Purchase  Order. 


9.  Assignment  -  Soller  shall  not  delegate  any  duties,  not 
assign  any  rights  or  claims,  under  this  Purchase  Ordei. 
without  the  prior  written  consent  of  DFCI,  and  any  such 
attempted  delegations  or  pssignment  shall  he  void. 

10.  Bankruptcy  -  In  the  event  of  any  proceed-no, 
voluntary  or  involuntary,  in  bankruptcy  or  in;owen'.\,  by  a 
against  Seller,  including  any  proceeding  under  the  Chandler 
Act,  or  in  the  event  of  the  apoointment.  with  or  without 
Seller's  consent  of  any  assignee  for  the  benefit  of  creditors 
or  of  a  Receiver,  DFCI  shall  be  entitled  to  cancel,  without 
liability,  any  unfilled  part  of  this  Purchase  Order. 

1 1 .  Title  to  Specification  -  DFCI  shall  at  all  times  have  title 
to  and  the  right  of  possession  of  all  specifications,  drawings 
and  instructions  furnished  by  DFCI  to  Seller  and  intended  for 
use  in  connection  with  the  Purchase  Order.  Sellei  snail  use 
such  specifications,  drawings  and  instructions  only  in 
connection  with  this  Purchase  Order  and  shall  not  disclost, 
such  specifications,  drawings  or  instructions  to  anv  person, 
firm  or  corporation  other  than  Seller's  employees  or 
subcontractors,  if  any,  engaged  in  the  work  hereunder.  Seller 
shall,  upon  DFCI's  request,  or  up^n  completion  of  this 
Purchase  Order,  promptly  return  all  specifications,  drawings 
and  instructions  to  DFCI. 

12.  Construction  -  This  Purchase  Order  shall  be  construed 
in  accordance  with  the  laws  of  the  Commonweelth  of 
Massachusetts. 

13.  Public  Lew  96-499  -  Acceptance  of  this  Pu.chGje 
Order  indicates  your  compliance  witn  regard  to  Public  Law 
96-499,  specifically;  Section  952,  subparagraph  tl):  (i)  and 
(ii),  as  follows; 

"(1)  in  determining  such  reasonable  cost,  the 
Secretary  may  not  include  any  costs  incurred  bv  o 
provider  with  respect  to  any  services  furnished  in 
connection  with  matters  for  which  payment  may 
be  made  under  this  title  and  furnished  pursuant  to 
a  contract  between  the  provider  and  any  of  its 
subcontractors  which  is  entered  into  after  tfs?  date 
of  the  enactment  of  this  suboarayraph  and  the 
value  or  cost  of  which  is  $10,000  or  more  over  a 
twelve-month  period  unless  the  contr-se-.  contains  j 
clause  to  the  effect  that  - 

(i)  until  th«  expiration  of  tour  vears 
after  the  furnishing  of  such  services 
pursuant  to  such  contract,  the 

'  subcontractor  shall  make  pvai'ahl°. 

upon  wnt!en  request  to  tne  S?'.r'-iur\ . 
or  upon  request  to  the  Comptroller 
General,  or  any  of  their  auly  auth-jriiit-'j 
representatives,  the  contract,  end 
books,  documents  and  records  ■>!  such 
subcontractor  that  are  necessa.y  to 
certify  the  nature  and  extent  of  such 
costs,  and; 

(ii)  if  the  subcontractor  carric?  oj;  3ny 
of  the  duties  of  the  contraot  through  & 
subcontract,  with  a  value  or  cost  01 
$10,000  or  more  over  a  twel.e  month 
period,  with  a  related  organiratio-i, 
such  contract  shall  contain  a  clause  to 
the  effect  that  until  the  expir.mon  of 
four  years  after  the  furnishing  uf  ^uch 
services  pursuant  to  such  subcontract, 
the  related  organization  shall  make 
available,  upon  written  request  to  th» 
Secretary  or  upon  request  to  the 
Comptroller  Generai.  cr  any  cf  thuir 
duly  authorized  representative,  the 
subcontract,  and  books,  documents 
records  of  such  organization  that  rtm 
necessary  to  verify  the  nature  end 
extent  of  such  costs 

The  secretary  shall  prescribe  in  regulation  crtem'  pne 
procedures  which  the  Secretary  shall  use  m  obta'omg  fc<:ce;>s 
to  books,  documents,  and  records  under  clauses  r-i\<  ired  in 
contracts  and  subcontracts  under  this  subparagraph 
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DEFICIENCY 

3.        Doors  in  smoke  barriers  are:  (PLHE.3D)  (Contextual) 

a.  fitted  to  prevent  the  spread  of  smoke.  (PLHE.3D.1)  (3  Partial  compliance) 

b.  at  least  1  3/4-inch  solid  bonded  wood  core  or  equivalent.  (PL.HE.3D.2)  (3  Partial 
compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  SMOKE  DOORS  ON  THE  12TH  FLOOR.  IT  WAS  NOTED 
THAT  SUCH  DOORS  IN  SMOKE  BARRIERS  WERE  NOT  FITTED  TO  PREVENT  THE  SPREAD  OF 
SMOKE  AND  DID  NOT  HAVE  GREATER  THAN  OR  EQUAL  TO  1  314-INCH  SOLID  BONDED  WOOD 
CORE  OR  EQUIVALENT. 


DFCI  PLAN  FOR  IMPROVEMENT 

a.  The  DFCI  Lock  Shop  with  the  assistance  of  the  DFCI  Carpentry  Shop  will  install 
rated  aluminum  and  neoprene  door  sweeps  and  door  astragals  to  insure  that  the 
spread  of  smoke  will  be  arrested  when  the  doors  are  in  the  closed  position.  Lock 
Shop  Work  Order  #8965  is  attached  as  well  as  a  copy  of  the  Purchase  Requisition 
for  the  required  materials  to  accomplish  this  work. 

This  work  will  be  completed  on  August  15,  1993. 

b.  DFQ  Maintenance  conducted  a  comprehensive  survey  of  all  Dana  Building  doors 
in  smoke  barriers  from  Dana  1  through  Dana  18.  In  all  cases,  it  has  been 
determined  that  doors  in  smoke  partitions  are  equal  or  greater  than  1  3/4"  solid 
bonded  wood  core  or  equivalent. 

On  June  24,  1993  at  2:00  PM,  DFCI  Maintenance  consulted  with  Mr.  Dean  Samet 
of  the  Joint  Commission's  Plant  Technology  and  Safety  Management 
Interpretations  Division,  by  phone.  Mr.  Samet,  upon  reviewing  the  above  stated 
conditions,  has  advised  that  DFCI  respond  to  recommendation  #3b  (i.e.  doors  in 
smoke  barriers  are  at  least  1  3/4"  solid  bonded  wood  core  or  equivalent)  by  simply 
indicating  that  we  have  found  all  doors  in  smoke  barriers  to  meet  or  exceed  this 
requirement.  Please  refer  to  the  attached  letter  dated  June  24,  1993,  from  Dick 
Davenport  of  Distinguished  Door  Co.,  Inc.  corroborating  our  survey. 


COPY 


?E  OPEN:  06/16/93 


TARGET  DATE:  08/16/93 


)P /VENDOR :  LOCK 


DANA-FARBER  CANCER  INSTITUTE 
CORRECTIVE  WORK  ORDER  No.  8965 
NAME :  Lockshop 


EQUIFHENT  ID  # 


buuiiiun      DUiLUiHo :  u/vixa 
FLOOR :  ALL 
ROOM: 

COST  CENTER :  JCAHG 
PROJECT : 


REQUESTED  BY:   D  FANTEGRGSSI 
TELEPHONE:    2— 31S5 


[JCAHO 


DESCRIPTION  OF  REQUEST 

Please  install  fire  rated  aluminum  and  neoprene  smoke  door 
astragals  on  all  smoke  partition  double  door  sets 
throughout  the  Dana  building.     This  is  three  sets  per  floor. 
Adjust  astragals  to  ensure  that  the  visible  space  between  do 
or  leaves  is  less  than  1/16".     Also,  install  36"  alum,  and 
neoprene  sweeps  where  undercut  exceeds  1/2"  on  these  doors 


KAHE  OR  ID  NUMBER 


WQRK  PSRFQRMEP  BY; 
DATE 


NUMBER  OF  HOURS 


DESCRIPTION 


MATERIALS  AND  PARTS  USED; 

QUANTITY  INVENTORY  FART  # 


WORK  PERFORMED  OR  ACTION  TAKEN 


jl  a   rtUtnui i/eu  oy 


Distinguished  Doors  Co.,  Inc. 

d/b/a 


NATIONAL 
DOOR 


A  woman  owned  business 


24  JUNE  1993 
DANA  FARBER  CANCER  CENTER 

ATTN :     DINO  FANTEGROS S I 
RE:         WOOD  DOORS 
DEAR  DINO/ 

AFTER  WALKING  THROUGH  BUILDING  WITH  YOU  AND  KEVIN  DUNCAN , 
ALL  PAIRS  OF  WOOD  DOORS  WE  REVIEWED  WERE  OF  SOLID  CORE 
CONSTRUCTION . 

SINCERELY, 
NATIONAL  DOOR 


DICK  DAVENPORT 


PO  BOX  527  -  80  SHAWMUT  ROAD  •  CANTON  MASSACHUSETTS  02021  0527 
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COST  ANALYSIS 

Materials  for  corrective  actions:  $  4,000.00 
Labor  for  corrective  actions:  10,000.00 
TOTAL  $14,000.00 
Labor  costs  are  based  on  DFCI  employee  labor,  not  contracted  services. 


SUMMARY 

In  order  to  ensure  that  the  recommendations  listed  in  the  DFCI  JCAHO  Report  are  not 
only  corrected,  but  routinely  monitored  in  the  future,  the  following  actions  are  being 
implemented:  - 

1 .  Maintenance  Standard  Operating  Procedures  will  be  amended  to  include 
language  emphasizing  requirement  for  immediate  patching  of  fire  wall 
penetrations. 

2:  Maintenance  SOP's  are  reviewed  annually  with  Maintenance  staff  with  the 
focus  on  identifying  changes  and/or  the  need  for  changes.  The 
requirement  for  patching  all  breaches  in  fire  partitions  will  be  stressed  at  the 
next  Maintenance  Department  monthly  meeting  and  reviewed  annually 
thereafter. 

3.  Contracts  with  vendors  and  subcontractors  will  incorporate  the  same 
language  as  part  of  the  general  conditions. 

4.  The  DFCI  Lock  Shop  Preventive  Maintenance  Program  will  be  revised  to 
include  the  periodic  inspection  and  corrective  actions,  as  needed,  of  door 
undercuts  and  smoke  door  spacing. 


DF/acs 
6/93 


Joint  Commission 


May  29,  1993 


Christopher  T.  Walsh,  PhD 
Pres  ident 

Dana-Farber  Cancer  Institute 
44  Binney  Street 
Boston,  MA  02115 


Dear  Dr.  Walsh: 

The  Joint  Commission  is  pleased  to  award  accreditation  to  your  organization  as 
a  result  of  your  most  recent  survey *  subject  to  the  Type  I  recommendations 
outlined  in  the  attached  report.  This  accreditation  status  applies  to  all 
services  offered  by  your  organization  that  have  been  surveyed  by  the  Joint 
Commission.  We  congratulate  you  on  your  efforts  to  provide  high  quality  care 
for  those  you  serve. 

This  accreditation  is  effective  for  three  ^years  from  March  26,  1993. 

The  enclosed  survey  report  also  includes  recommendations  intended  to  assist  you 
in  continuing  to  achieve  this  goal.  If  this  report  and  its  recommendations  are 
unclear  in  any  way,  please  contact  us  for  clarification. 

We  direct  your  attention  to  several  important  Joint  Commission  policies.  First, 
except  as  required  by  law,  your  accreditation  report  is  confidential.  You  may, 
however,  choose  to  make  it  available  to  the  various  publics  you  serve  or 
others.  Second,  Joint  Commission  policy  requires  that  you  inform  us  of  any 
changes,  in  the  name  or  ownership  of-  your  organization,  or  the  health  care 
services  you  provide.  Finally,  although  you  may  choose  to  display  the 
certificate  of  accreditation,  the  certificate  remains  the  property  of  the  Joint 
Commission.  The  certificate  must  be  returned  if  your  organization  requires  a 
revised  certificate,  chooses  to  withdraw  from  accreditation,  or  allows  the 
accreditation  award  to  expire.  In  order  to  obtain  an  up-to-date  certificate  of 
accreditation,  please  complete  and  return  the  enclosed  form  to  the  Joint 
Commission  certificate  coordinator. 


0-f  »fr.itMine(  bouifvjrc 
0i«0'oo"  Iffjct  L 

•06  9'fc  560C 


Amer.fjn  Cento*  oi  ^viit.ans 


Amf  ncin  D«nU'  AssoculiOr 
imtucw  MtniCJ.  AisOCiJI'O" 


Christopher  T.  Walsh,  PhD 
Dana-Farber  Cancer  Institute 
May  29,  1993 
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Congratulations  on  your  achievement  of  accreditation. 
Sincerely, 


Kenneth  G.  Hermann,  MHA,  Pharm.D.,  FACHE 
Vice  President  for  Accreditation  Surveys 


cc:     George  P.  Canellos,  MD,  Chief,  Division  of  Medical j Oncology 
Vincent  M.  O'Reilly,  Chairman,  Board  of  Directors 

John  W.  Clem,  Director,  Department  of  Hospital  Accreditation  Services 
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Supportive  Doc  am  en  tad  on 

Each  subhead  printed  in  bold  type  on  the  Accreditation  Decision  Grid  refers  to  a  "cluster"  or 
key  area  reviewed  during  a  survey.  Each  cluster  consists  of  grid  elements. 

Standards  from  the  accreditation  manual  are  aggregated  into  each  element  and  determine  the 
element  score. 

If  an  organization  receives  a  Type  I  recommendation,  a  3,  4  or  5  score  will  appear. 
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Scientific  report,   1989-1990  /  *c  Dana-Farber  Cancer  Institute. 
Dana-Farber  Cancer  Institute,   scientific  report,   1989-1990  1 
[Boston,  Mass.    :  *b  Division  of  Research  Administration  ;  *b 
>ublic  Affairs],  *c  1990.  1 
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JOINT  COMMISSION  ON  ACCREDITATION  OP  HEALTHCARE  ORGANIZATIONS 
OFFICIAL  ACCREDITATION  DECISION  REPORT 


DANA-FARBER  CANCER  INSTITUTE 
BOSTON,  MASSACHUSETTS 


ORGANIZATION  IDENTIFICATION  NUMBER  000003566 


DATES  OF  SURVEY 
MARCH  24  -  25,  1993 


SURVEYORS 


BEATRICE  NOVELL,  MT 
JANET  SCHINDLER,  RN 
ALTON  W.   NOYES ,  ADM 


A  W  MARTIN  MARINO,  MD 


PROGRAM  IDENTIFICATION  NUMBER 


ANALYST 

PATRICIA  A.  MORRISON 


HAP003000040 


ACCREDITATION 
DECISION: 


TYPE  I 

RECOMMENDATIONS 
RESPONSE: 


Your  organization  has  been  awarded  accreditation  for  three 
years  from  the  day  following  the  last  day  of  survey  noted 
above,  contingent  upon  compliance  with  the  Type  I 
recommendations  in  this  report. 

A  written  progress  report  will  be  required  within  one  (1)  month 
from  the  date  of  your  receipt  of  this  report.  This  report 
should  address  only  the  Type  I  recommendations  on  the  following 
pages  relating  to  the  following  topic: 

1.     Life  Safety  Management 

The  written  progress  report  should  be  completed  and  sent  to: 

Report  Receiving  Center 

Joint  Commission 

One  Renaissance  Bcuievard 

Oakbrook  Terrace,  Illinois  60181 

The  written  progress  report  for  Life  Safety  Management  should  be  in 
the  form  of  a  plan  for  improvement   (PFI).     For  an  acceptable 
evaluation,   the  PFI  must  include: 

a.     All  Life  Safety  Code  deficiencies   identified  in  this 


b.  Any  other  Life  Safety  Code  deficiencies  known  to  exist 
in  your  organization's  facilities,   and  not   identified  in 
this  report. 

c.  Proposed  or  planned  actions  that  will   be  taken  to 
correct  all  Life  Safety  Code  deficiencies.  Fully 
explain  these  actions   in  writing.     If  deficiencies  have 
been  corrected,    include  representative  documentation, 
such  as  work  orders,   invoices,  photographs,   or  other 
material   that  will  evidence  correction. 


report . 
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d.  The  total  cost  of  accomplishing  these  actions,  along 
with  a  description  of  the  source,   availability,  and 
commitment  of  funds. 

e.  A  timetable  of  events  from  present  through  completion. 
Indicate  beginning  and  completion  dates  for  each  major 
action/phase  of  the  PFI . 

If  there  are  any  questions  regarding  the  required  format  or 
content  of  the  plan  for  improvement,  please  contact  the  Joint 
Commission's  Department  of  Plant  and  Technology  Management. 


NOTE:        The  requirement  for  an  organization  to  apply  separately 
to  the  Joint  Commission  for  an  equivalency  is  not 
superseded  by  having  obtained  an  equivalency  from  state 
or  local  authorities.     The  Joint  Commission  has  specific 
procedures  for  requesting  equivalencies.     If  you  wish  to 
obtain  a  copy  of  these  procedures,  please  contact  the 
Joint  Commission's  Department  of  Plant  and  Technology 
Management . 
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TYPE  I  RECOMMENDATIONS 


THE  FOLLOWING  RECOMMENDATIONS  QUOTE  STANDARDS   IN  THE  ACCREDITATION  MANUAL  FOR 
HOSPITALS,   1993.     THE  SPECIFIC  STANDARDS  REFERENCED  ARE  NOTED  IN  PARENTHESES 
FOLLOWING  THE  STANDARD. 


LIFE  SAFETY  MANAGEMENT 

[Grid  Element  Score  =  3,  Partial  compliance] 

1.    Each  building  in  which  patients  are  housed  overnight  or  receive  treatment  is 
in  compliance  with  the  appropriate  provisions  of  the  1991  edition  of  the  Life 
Safety  CodeR  of  the  National  Fire  Protection  Association  (NFPA) ,  or 
equivalent  protection  is  provided  and  documented-   (PL. 2.1) 
(3  Partial  compliance) 

a.     Inpatient  Occupancies  (Existing)  (Contextual) 

1.  When  the  following  penetrate  fire  resistance  rated  wall  assemblies, 
the  spaces  between  the  item  and  the  wall  are  filled  with  an 
appropriate  fire  resistance  rated  material:   (PL.HE.1H)  (Contextual) 

a.  pipes.   (PL. HE. IE. 1)   (3  Partial  compliance) 

b.  cables/wires.   (PL.HE.1H.4)  (3  Partial  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  16TH  AND  17TH  FLOORS  OVER  FOUR  FIRE  DOORS. 
.    IT  WAS  NOTED  THAT  THE  SPACES  BETWEEN  THE  PIPES  AND  CABLES/WIRES  AND  THE  WALL 
WERE  NOT  FILLED  WITH  AN  APPROPRIATE  FIRE  RESISTANCE  RATED  MATERIAL . 

2.  Corridor  doors  are:   (PL. EE. 21)  (Contextual) 

a.     arranged  to  have  not  more  than  3/4-inch  undercuts.   (PL. HE. 21. 4) 
(3  Partial  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  12TH  FLOOR.  IT  WAS  NOTED  THAT  THE  CORRIDOR 
DOORS  WERE  NOT  ARRANGED  TO  HAVE  LESS  THAN  OR  EQUAL  TO  3/4   INCH  UNDER  CUTS. 

3.  Doors   in  smoke  barriers  are:    (PL. HE. 3D)  (Contextual) 

a.  fitted  to  prevent  the  spread  of  smoke.    (PL. HE. 3D. 1) 
(3  Partial  compliance) 

b.  at   least  1  3/4-inch  solid  bonded  wood  core  or  equivalent. 
(PL. HE. 3D. 2)    (3   Partial  compliance) 
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SPECIFIC  REFERENCE  IS  MADE  TO  THE  SMOKE  DOORS  ON  THE  12TH  FLOOR.     IT  WAS 
NOTED  THAT  SUCH  DOORS  IN  SMOKE  BARRIERS  WERE  NOT  FITTED  TO  PREVENT  THE  SPREAD 
OF  SMOKE  AND  DID  NOT  HAVE  GREATER  THAN  OR  EQUAL  TO  1   3/4   INCH  SOLID  BONDED 
WOOD  CORE  OR  EQUIVALENT. 
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Joint  Commission 


SUPPLEMENTAL  RECOMMENDATIONS  SECTION 


JOINT  COMMISSION  ON  ACCREDITATION  OF  HEALTHCARE  ORGANIZATIONS 
SUPPLEMENTAL  RECOMMENDATIONS 


DANA -F ARB ER  CANCER  INSTITUTE 
BOSTON,  MASSACHUSETTS 

ORGANIZATION  IDENTIFICATION  NUMBER  000003566 


DATES  OF  SURVEY 
MARCH  24  -  25,  1993 


SURVEYORS 

BEATRICE  NOWELL,  MT 
JANET  SCHINDLER ,  RN 
ALTON  W.  NOYES,  ADM 
A  W  MARTIN  MARINO,  MD 


PROGRAM  IDENTIFICATION  NUMBER 
HAP003000040 


ANALYST 

PATRICIA  A.  MORRISON 


SUPPLEMENTAL 
RECOMMENDATIONS : 


This  is  the  supplemental  recommendation  section  of  your 
organization's  Accreditation  Decision  Report.  Supplemental 
recommendations,  which  were  also  previously  known  as  "type  II 
recommendations"  or  "consultative  recommendations,"  are 
recommendations  for  which  standards  were  scored  to  indicate  less 
than  substantial  compliance  (or  less  than  a  score  of  1),  but 
which  did  not  result  in  type  I  recommendations.     If  not  acted 
upon,  supplemental  recommendations  may  affect  a  future 
accreditation  decision. 


SPECIAL 
ISSUES: 


Although  at  the  present  time  recommendations  preceded  by  the 
symbol  (#)  will  not  generate  a  Type  I  recommendation,  it  is 
strongly  recommended  that  you  implement  corrective  action  as 
soon  as  possible. 
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SUPPLEMENTAL  RECOMMENDATIONS 


THE  FOLLOWING  RECOMMENDATIONS  QUOTE  STANDARDS  IN  THE  ACCREDITATION  MANUAL  FOR 
HOSPITALS,   1993.     THE  SPECIFIC  STANDARDS  REFERENCED  ARE  NOTED  IN  PARENTHESES 
FOLLOWING  THE  STANDARD. 


CREDENTIAL ING 

[Grid  Element  Score  =  3,  Partial  compliance] 

51.  In  addition,   in  the  case  of  reappraisal  for  reappointment  to  the  medical  staff 
or  renewal/revision  of  clinical  privileges,   information  concerning  (MS. 2. 7) 
(Contextual ) 

a.     the  individual's  clinical  and/or  technical  skills,  as  indicated  in  part 
by  the  results  of  quality  assessment  and  improvement  activities. 
(MS. 2. 7. 3)   (Supplemental — 3  Partial  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  THE  LACK  OF  DOCUMENTATION  OF  DATA  RELATED  TO 
MEDICAL  STAFF  QUALITY  ASSESSMENT  AND  IMPROVEMENT  ACTIVITIES   (SUCH  AS  DRUG 
USAGE.,   BLOOD  USAGE  AND  MEDICAL  RECORDS  REVIEW)   IN  THE  RECORDS  REVIEWED. 

MEDICAL  RECORD  SERVICES 

[Grid  Element  Score  =  2,  Significant  compliance] 

52.  The  medical  record  contains  sufficient   information  to  identify  the  patient, 
support  the  diagnosis,   justify  the  treatment,  and  document  the  course  and 
results  accurately.    (MR. 2)  (Contextual) 

a.     Inpatient  medical  records  also  include  at  least  the  following:   (MR. 2. 2) 
(Contextual ) 

1.     conclusions  at  termination  of  hospitalization.   (MR. 2. 2. 14) 
(Contextual ) 

a.     When  an  autopsy  is  performed,  provisional  anatomic  diagnoses 
are  recorded  in  the  medical  record  within  3  days,  and  the 
complete  protocol   is  made  part  of  the  record  within  60  days, 
unless  exceptions  for  special  studies  are  established  by  the 
medical   staff.    ( MR .2.2.14.4) 
(Supplemental — 2  Significant  compliance) 

IT  WAS  NOTED  THAT  SUCH  A  POLICY  SPECIFIES  THAT  THE  COMPLETE  PROTOCOL  IS  PART 
OF  THE  RECORD  WITHIN  90   DAYS   INSTEAD  OF  60   DAYS;   HOWEVER   IN  PRACTICE,  ALL 
PROTOCOLS_WERE   PART  OF  THE  RECORD_WITHIN   6  0   DAYS   IN  THE  4   RECORDS  REVIEWED. 
IT  WAS   RECOMMENDED  THAT   THE  POLICY   BE  CHANGED  FROM   90   DAYS  TO   60   DAYS , 
UNDERSTANDING  THAT  MORE  TIME  MAY   BE  NECESSARY   FOR  SPECIAL  STUDIES. 
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NURSING  QUALIFICATIONS  AND  COMPETENCY 

[Grid  Ele*ent  Score  =  2,  Significant  compliance] 

53.  Each  nursing  staff  member  is  assigned  clinical  and/or  managerial 
responsibilities  based  on  educational  preparation,  applicable  licensing  laws 
and  regulations,  and  an  assessment  of  current  competence.  (NC.2.1) 
(Contextual) 

a.    An  evaluation  of  each  nursing  staff  member's  competence  is  conducted  at 
defined  intervals  throughout  the  individual's  association  with  the 
hospital.   (NC.2.1.1)   (Supplemental — 2  Significant  compliance) 

SPECIFIC  REFERENCE  IS  MADE  TO  TEE  LACK  OF  DOCUMENTATION  OF  ANNUAL  EVALUATIONS 
AS  REQUIRED  BY  HOSPITAL  POLICY  FOR  THE  DIRECTOR  OF  NURSING. 

HOSPITAL  PLAN  AND  LEADERSHIP 

[Grid  Element  Score  =  2,  Significant  compliance] 

54.  The  nurse  executive  or  a  designee(s)  participates  with  leaders  from  the 
governing  body,  management,  medical  staff,  and  clinical  areas  in  developing 
the  hospital's  mission,  strategic  plans,  budgets,  resource  allocation, 
operation  plans,  and  policies.  (NC.5.2) 

(Supplemental — 2  Significant  compliance) 

a.     The  nurse  executive  and  other  nursing  leaders  participate  in  the  ongoing 
review  of  the  hospital's  mission,  strategic  plans,  and  policies. 
(NC.5.2. 2)   (Supplemental — 2  Significant  compliance) 

FOR  .(NC.5.2)  AND   (NC.5.2.2);    IT  WAS  NOTED  THAT  THERE  WAS  LACK  OF 
DOCUMENTATION  THAT  THE  NURSE  EXECUTIVE  PARTICIPATES  WITH  THE  GOVERNING  BODY 
IN  THE  ON-GOING  REVIEW  AND  DEVELOPING  OF  THE  HOSPITAL'S  MISSION  AND  STRATEGIC 
PLANNING. 

MANAGEMENT /ADMINISTRATION 

(Grid  Element  Score  =  3,  Partial  compliance] 

55.  The  chief  executive  officer,   through  the  management  and  administrative  staff, 
provides  for  personnel  policies  and  practices  that  pertain  to  at  least  the 
following:    (MA. 1.4)  (Contextual) 

a.     a  periodic  performance  evaluation  for  each  employee,  based  on  a  job 

description,  and  for  each  person  providing  direct  patient  care  or  support 
services  under  a  contract,  who  is  not  subject   to  a  clinical  privileging 
process.    ( MA .1.4.3)  (Contextual) 

1.     For   individuals  without  clinical  privileges  who  have  some 
-    responsibility  for  the— assessment ,   treatment,   or  care  of  patients, 
the   job  description  and  periodic  performance  appraisals   address  the 
ages   of   the  patients  served.    ( MA .1.4.3.1) 
(Supplemental — 5  Noncompliance) 
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IT  WAS  NOTED  THAT  THE  JOB  DESCRIPTION  AND  PERFORMANCE  APPRAISALS  DID  NOT 
ADDRESS  THE  AGES  OF  THE  PATIENTS  SERVED. 


/  05/20/93 
HAP003000040. 


Joint  Commission 

YOUR  JOINT  COMMISSION  ACCREDITATION  DECISION  REPORT 


Components 

Your  Joint  Commission  Accreditation  Decision  Report  is  composed  of  the 
following: 

-  Accreditation  decision  award  letter. 

-  Accreditation  Decision  Grid. 

-  Official  Accreditation  Decision  Report. 

o    Summary  page(s)  that  tell  you  your  organization's  accreditation 
decision  and  any  follow-up  action  that  may  be  required. 

o    Type  I  recommendations,   if  any,  that  tell  you  the  level  of 
compliance  of  specific  standards  requiring  follow-up  actions. 

-  Supplemental  recommendations,  if  any,  including  level  of 
compl iance. 

Reading  Your  Report 

Type  I  Recommendations: 

The  "Type  I  Recommendations"  section  of  your  Official  Accreditation 
Decision  Report  is  full  of  information  to  help  you  do  the  following: 

-  Identify  the  areas  in  which  improvement  is  needed. 

-  Identify  the  level  of  compliance  in  areas  needing  improvement. 

-  Determine  where  you  may  want  to  concentrate  your  improvement 
act  ivit  iet . 

In  reading  the  "Type  I  Recommendations"  section,  keep  these  points  in 
mind : 

-  Each  Accreditation  Decision  Grid  element  topic  requiring  follow-up 
action  (through  a  focused  survey  or  written  report)   is  listed  in 
the  summary  page(s)   in  the  "Type  I  Recommendations  Response" 
paragraph ( s ) . 

-  Each  topic  in  the  summary  page(s)    in  the  "Type  I  Recommendations 
Response"  paragraph  is  then  detailed   in  the  "Type  I 
Recommendations"  section. 

The  "Type  I  Recommendations"  section  begins  with  the  first  grid  element 
topic  from  the  summary  page(s)   and  proceeds   in  the  order   in  which  the 
topics  appear . 
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After  each  topic  heading,  the  following  items  appear,  in 
this  order: 

-  Grid  score  and  level  of  compliance. 

-  Quotation  of  the  relevant  standard(s).     The  number  of  the  standard 
appears  in  parentheses. 

o    When  a  standard  is  included  in  the  report  only  to  provide 
context  for  subsequent  standards,  the  word  (Contextual) 
will  appear  in  parentheses. 

-  Score  for  that  standard  and  level  of  compliance. 

Example:     (3  partial  compliance)     See  the  note  at 
the  bottom  of  this  page. 

-  Findings  related  to  compliance  with  the  cited  standard,  appearing 
in  all  capital  letters. 

Supplemental  Recommendations: 

The  "Supplemental  Recommendations"  section  begins  with  a  cover  page 
describing  the  content  of  the  section.     The  supplemental  recommendations 
are  also  arranged  in  the  order  of  grid  elements.    The  grid  element  score 
will  appear  under  the  grid  element  name.     In  some  organization's  reports, 
a  grid  element,  and  its  score,  appear  in  the  official,  type  I  section  and 
are  duplicated  in  the  suppleaental  section.    This  duplication  is  because 
there  can  be  both  type  I  and  supplemental  recommendations  for  the  same 
grid  element.     Supplemental  recommendations  are  those  recommendations 
that  did  not  result  in  type  I  recommendations,  but  they  may  affect  future 
accreditation  decisions  if  not  corrected. 

-  When  a  standard  is  in  the  supplemental  section  of  the  report, 
the  word  (Supplemental)  will  appear  in  parentheses. 

Using  the  Information 

The  comments  in  capital  letters  give  you  the  specifics  of  the  areas 
needing  improvement. 

You  can  use  the  standard  language  and  the  standard  number  as  a  means  of 
referring  to  the  accreditation  manual. 

When  "Contextual"  is  cited,  you  will  be  able  to  locate  standards  that 
provide  background  for  the  other  standards  being  cited. 

The  score  identifies  your  organization's  level  of  conpliance  at   the  time 
of  the  survey.     See  note  belov. 

Note:  Standard  scores  do  not  always  direc_tly  translate  to  grid  element 
scores.  Many  standard  scores  are  grouped  or  "capped",  which  may 
buffer  the  effect  of  the  individual  standard's  score  on  the  grid 
element  score.  To  obtain  more  information  on  the  weighting  of 
standards,  how  grid  element  scores  are  derived,  and  the  decision 
system,  refer  to  the  Joint  Commission  publications  and  education 
programs  on  "Making  Accreditation  Decisions." 
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When  a  member  of  your  organization  contacts  the  Joint  Commission,  please 
have  available  your  organization's  identification  number.     This  number  is 
located  on  the  summary  page  under  "CITY,  STATE"  and  each  subsequent  page 
of  the  report.    Tour  organization's  accreditation  program  identification 
number (s)  are  also  located  on  the  summary  page;  these  numbers  can  also  be 
used  when  contacting  the  Joint  Commission. 


Scores 


Substantial  compliance 
Significant  compliance 
Partial  compliance 
Minimal  compliance 
Noncompliance 


Definitions 


Type  I  Recommendation 


Contextual 


Supplemental 


A  recommendation  or  group  of  recommendations 
that  adversely  affect  the  accreditation 
decision  and  must  be  addressed  in  the 
organization's  response  to  the  survey  findings. 
Failure  to  resolve  such  compliance  issues  within 
the  stated  time  can  result  in  the  loss  of 
accreditation. 

The  standard  was  not  scored  as  deficient,  but 
was  added  to  the  report  for  clarification. 

The  standard  was  scored  1  or  2  and/or  it  was  not 
weighted  in  aggregation  to  affect  the 
accreditation  decision  worse  than  a  grid  score 
of  2.     Some  supplemental  recommendations  do  not 
affect  the  grid  element  score  at  all.     Refer  to 
the  cover  page  of  the  supplemental 
recommendations  report  section  for  more 
explanation  of  supplemental  recommendations. 
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Dana-Farber  Cancer  Institute 

Boston,  Massachusetts 
has  been 

Accredited 


by  the 


Joint  Commission 

on  Accreditation  of  Healthcare  Organizations 

Which  has  surveyed 
this  organization  and  found  it 
to  meet  the  requirements 
for  accreditation 

1993-96 

D.K.  Oglesby,  ¥■ 


COMPLAINT   INVESTIGATION   REPORT  FORM 


FACILITY  NAME:  Dana   Farber  Cancer  Institute-- 

ADDRESS:  44   Binney  Street,    Boston,    MA  02115 


SURVEYORS:  Sharilyn  Button,  RN 

Ruth  Lawrence,  RN 
Janet  Dresch,  RN 

CONSULTANTS:  Gail  Borroel,    RPh,   JD,    Div.    Food  &  Drug 

Gino  Mariani,  RPh,  Div.  Food  &  Drug 
Chuck  Young,   RPh,    Board  of  Pharmacy 


DATES  OF  INVESTIGATION:      April   4,5,6,7,10,11,12,    20,  1995 


A.    INVESTIGATORY  STEPS: 

1.  PERSONS  INTERVIEWED: 

a.  David  Livingston,  MD,  Director  and  Physician-in-Chief 

b.  Robert  Mayer,  MD,   Clinical  Director  Dept.   of  Medicine 

c.  George  Demetri,  MD,   Chief  of  Clinical  Services 

d.  Gay  Bailey,  RN,  Assoc.   Chief  of  Clinical  Services 

e.  Susan  Grant,  RN,   Director  of  Nursing 

f.  Registered  Nurses-  Leslie  Spencer 

Kristin  Dicicco 
Karen  Poreda 

g.  Steven  Steckel,   R.Ph.,   Director  of  Pharmacy 

h.  Staff  Pharmacists  -     Joi  Suzuki,  R.Ph. 

Karen  Smethers ,  R.Ph. 
(NOTE:      Caroline     Harvey,      R.Ph.,      not      available  for 
interview;   leave  of  absence) 

i.  Lois    Ayash,     MD,     Study    Chairperson     (not    available  at 
survey;    telephone  interview  conducted  following  survey) 

(NOTE:    James>  Foran,    MD,    not   available    for    interview  on 
advice  of  counsel) 

2.  RECORDS  REVIEWED: 

a-flHH^i  ^Ba^/g;   and  3   additional  patients 
treated  on  the  same  chemotherapy  protocol   #11,    12,    &  18 

b.  Protocol:    94-060  Issue  dates  8/10/94,  12/10/94 

c.  Internal  Review  file/adverse  drug  reaction  reports 

d.  Credential    files  -  Lois  Ayash,    MD,    Study  Chairperson 

James  Foran,   MD,  Fellow 
Gary  Schwartz,    MD,  Attending 

e.  Pharmacy  data  entry  audit  trail  by: 

Joi  K  Suzuki , RPh-11/ 14/94 

Carol i  ne  A  .  Harvey , RPh-1 ] / 14  &  11/ 3 6/94 

Karen  R.    .Smothers  ,  RPh  - 1 1/16/9  4 

f.  Policies  and  procedures 

g.  Personnel    files  -  Nursing  &  Pharmacy 


h.  Staffing  Schedules  -  Physicians,   Nursing  &  Pharmacy 

November  &  December —1994 

i.  Hospital's   3/29/95   letter  to  "Friend  of  Dana-Farber" 

PHYSICAL  EVIDENCE  REVIEWED: 

a.  Inpatient  units  -   12  and  14th  floors 

b.  Main  Pharmacy  &  6  on-site  satellites 

COMPLAINT  ISSUE  FOR  INVESTIGATION  IN  COURSE  OF  SUBSTANTIAL 
ALLEGATION  SURVEY 

1.  SYNOPSIS:  Two  incidents  of  significant  chemotherapy 
medication  overdoses  resulting  in  one  patient's  death  and 
another  patient's  significant  injury  (severe  cardiac 
toxicity) . 

2.  ISSUE:  Did  the  hospital's  internal  systems  and 
procedures  adequately  protect  against  overdoses  of 
chemotherapy  medications? 


COMPLAINT  FINDING  AFTER  SUBSTANTIAL  ALLEGATION  SURVEY 

VALID:         The    hospital's  established    procedures    failed  to 

prevent       the  prescription,       preparation,  and 

administration  of  overdoses  of  chemotherapy 
medications . 


COMPLAINT  INVESTIGATION  PROCESS/  SUBSTANTIAL  ALLEGATION  SURVEY 

On  March  28,  1995,  the  Health  Care  Financing  Administration 
(HCFA)  authorized  the  State  Survey  Agency,  the  Department  of 
Public  Health  (DPH) ,  Division  of  Health  Care  Quality  (DHCQ) , 
to  conduct  a  substantial  allegation  survey  on  the  basis  of  an 
incident  report  filed  by  the  hospital  on  March  24,  1995.  The 
incident  report  indicated  that  significant  overdoses  of 
chemotherapy  medications  resulted  in  the  death  of  one  patient 
and  significant  injury  (severe  cardiac  toxicity)  to  a  second 
patient.  Both'  patients  had  been  on  the  same  research 
protocol . 

The  protocol  was  closed  to  further  patient  entry  on  discovery 
of  the  overdosage  on  February  14,  1995.  An  internal  peer 
review  committee  at  the  hospital  began  a  comprehensive  review 
to  determine  how  the  errors  occurred,  what  systems  or 
individuals  were  responsible  and  what  changes  could  be 
recommended  to  prevent  such  errors  in  the  future.  An  external 
review  by  a  committee  of  oncologists  was  arranged  to  perform 
an  independent  review  after  the  internal  process  was 
completed.  Certain  changes  were  made  immediately  to  provide 
additional  safety  checks  in  all  high  dose  chemotherapy  cases. 


The  scope  of  the  substantial  allegation  survey  authorized  by 
HCFA  included  the  following  Medicare  and  Medicaid  Conditions 
of  Participation: 


Governing  Body  42  C.F.R.  482.12 

Quality  Assurance  42  C.F.R.  482.21 

Medical   Staff  42   C.F.R.  482.22 

Nursing  Services  42  C.F.R.  482.23 

Medical  Records  Services  42  C.F.R.  482.24 

Pharmaceutical  Services  42  C.F.R.  482.25 


In  addition  to  the  HCFA  Conditions  of  Participation,  DHCQ 
staff  reviewed  the  applicable  hospital  licensure  requirements 
for  the  investigation  of  serious  complaints  (105  C.M.R. 
130.330)  and  for  reporting  of  serious  incidents  to  DPH  (105 
C.M.R.      330.331).  DHCQ     consulted     with     the     Boards  of 

Registration  in  Medicine,  Nursing  and  Pharmacy  and  the  DPH 
Division  of  Food  and  Drugs  to  coordinate  the  investigation. 
Staff  from  the  Division  of  Food  and  Drugs  and  the  Board  of 
Registration  in  Pharmacy  joined  DHCQ  staff  in  the 
investigation.  The  investigation  was  conducted  at  the 
hospital  April  4-12  and  4/20,  1995. 


FINDINGS  OF  SUBSTANTIAL  ALLEGATION  SURVEY  RELATED  TO  THE 
TREATMENT  OF  PATIENTS  #2  AND  #13 

The  hospital's  Protocol  Administration  Office  received  a 
Protocol  Concept  on  4/4/94  for  a  new  adult  high  dose 
chemotherapy  study  for  the  treatment  of  breast  cancer.  A 
physician,  identified  as  the  study  chairperson,  submitted  this 
Protocol  entitled,  "P450  Activation  of  High-Dose  Ctcb  with 
PBPC  Support  for  metastatic  breast  cancer",  to  the  Medical 
Oncology  Division  Chief /Dana  Farber  Cancer  Institute, 
Biostatistical  Review  Committee,  Scientific  Review  Committee, 
and  the  Human  Protection  Committee  for  review  and  approval. 
The  Protocol  was  approved  on  8/10/94  as  meeting  the  Human 
Protection  Committee  conditions  and  opened  to  patient  entry  on 
8/18/94.  Phase  One  of  the  chemotherapy  drug  protocol  study 
was  entitled  "Modulation  of  high  dose  CTCB  with  PBPC  support 
for  metastatic  breast  cancer." 

On  8/22/94,  the  study  opened  with  five  patients  on  the  first 
dose  level  of  this  study.  It  began  with  a  starting  dose  of 
Cyclophosphamide  of  4  grams  per  meter  squared.  The  five 
patients  completed  cycles  ]  and  2  of  this  3  cycle  study 
without  event. 

Patient  #2,  a  39  year  old  woman,  was  admitted  for  the  third 
and  final  cycle  of  chemotherapy  under  the  protocol  on 
11/14/94.  Patient  #13,  a  53  year  old  woman,  was  admitted  for 
the  third  and  final  cycle  on  11/16/94.  Both  patients'  records 
indicated  that  the  patients  received  overdoses  of  medications 
(Cyclophosphamide     and      Mesna )      and     subsequently  suffered 


significant  related  toxic  reactions  which  "caused  the  death  of 
one  patient  and  very  serious  side  effects  in  the  other,"  as 
stated  in  a  hospital  informational  letter  dated  3/29/95  and 
addressed  to  "Friends  of  Dana-Farber . " 

The  physician  admission  orders  (protocol)  for  both  patients 
included  13  preprinted  pages  of  general  orders,  laboratory 
tests,  and  orders  for  transfusions,  antiemetics  and  supportive 
care,  antibiotics,  hydration  and  chemotherapy.  These 
preprinted  order  forms  were  individualized  for  each  patient  by 
the  admitting  physician,  specifying  the  individual  patient 
characteristics  used  to  calculate  the  doses  of  chemotherapy 
and  adjunct  drugs  to  be  administered.  The  chemotherapy  section 
of  the  orders  required  handwritten  entries  for  patient  height, 
weight,  body  surface  area  calibrations  and  certain 
chemotherapy  dosages.  The  completed  document  serves  as  the 
treatment  orders  for  the  patient,  and  should  reflect  the 
protocol.  The  dosages  for  Cyclophosphamide  and  Mesna  were  hand 
written  and  were  not  consistent  with  the  established  protocol. 

The  protocol  document  referred  to  total  dosage  over  96 
and     12  0  hour  periods,  whereas  the  printed  orders  referred  to 
daily  dosages  over  4   and  5  days.      The  Cyclophosphamide  dose 
identified  in  the  protocol  document  was  to  be  administered 
over  96  hours.     However,   the  total  amount  to  be  given  over  a 
96  hour  period  was  ordered  and  administered  as  a  daily  dose 
for  a  four  day  period.     The  Mesna  dose  identified  in  the 
protocol  document  was  to  be  administered  over  a  12  0  hour 
period.     However,  the  total  amount  to  be  given  over  a  120  hour 
period  was  ordered  and  administered  as  a  daily  dose  for  a  five 
day  period. 

Both  patients'  records  revealed  that  the  order  entries  were 
co-signed  by  different  interns  and  by  the  same  oncology 
fellow.  Orders  written  by  this  oncology  fellow,  on  12/13/94, 
for  a  third  patient,  on  the  same  treatment  cycle  and 
subsequent  to  the  overdosages,   were  written  correctly. 

Additional  physician  signatures  were  found  on  the  pages  of  the 
admission  orders  but  were  illegible  and  the  signature  dates 
differed  from  the  order  dates.  The  Attending  Physicians  had 
signed  the  progress  notes  indicating  approval  of  the  treatment 
protocol;  however,  at  that  time  the  hospital  did  not  require 
Attending  Physicians  to  countersign  the  orders.  The  physicians 
rotate  service  responsibilities  on  a  monthly  basis,  therefore, 
the  Physician  Study  Chairperson  became  the  attending  physician 
for  Patient  #2  on  December  1,  1994. 

A  review  of  the  Pharmacy  Department  policy  and  procedure 
manual  revealed  that  a  pharmacist  was  to  compare  the  order  for 
each  patient  on  a  research  protocol  with  the  actual  written 
copy  of  that  protocol  and  with  the  patient's  chemotherapy 
dosages  administered  in  previously  completed  cycles.  A  second 
pharmacist  was  required  to  repeat  the  entire  procedure  for 
checking  the  order,    protocol,   and  dose.      The  two  pharmacists 


who  checked  the  overdose  chemotherapy  orders  in  both  patient 
cases  were  interviewed  by  representatives  from  DPH,  Division 
of  Food  &  Drug  and  the  Board  of  Registration  in  Pharmacy.  The 
third  pharmacist,  who  entered  the  order  for  both  patients  has 
not  been  available  for  interview. 

Although  the  hospital  pharmacists  indicated  that  they  had 
conducted  and  documented  the  check  procedure,  they  failed  to 
detect  the  error  in  the  medication  order,  even  though  the 
patients  had  completed  two  previous  cycles  of  chemotherapy 
under  this  protocol  which  were  ordered,  dispensed  and 
administered  with  the  correct  dosages.  On  4/4/95,  surveyors 
observed  a  pharmacist  input  a  sample  chemotherapy  order 
without  referring  to  the  protocols,  but  relying  instead  on 
memory  of  the  correct  dosages. 

Interview  with  the  nursing  staff  and  review  of  the  procedure 
for  the  administration  of  chemotherapy  medications  revealed 
that  nurses'  responsibilities  included  checking  the  order  for 
correct  protocol  number,  as  identified  on  the  con'sent  form, 
but  did  not  include  checking  the  protocol  for  the  accuracy  of 
the  dosage  prior  to  administration.  The  only  dosage  check  was 
conducted  by  the  pharmacy.  This  practice  for  the  research 
protocol  differs  from  the  ordinary  standard  of  nursing 
practice,  which  requires  that  the  nurse  administering  a 
medication  check  the  dosage  with  the  physician's  order. 
Reportedly,  it  was  not  unusual  to  see  such  high  doses  of 
chemotherapy  medications  administered  on  a  one  time  basis. 
However,  it  was  unusual  for  such  high  doses  to  be  administered 
over  such  an  extended  period  of  time. 

As  part  of  the  protocol/ treatment  plan,  pharmacological  blood 
levels  were  drawn  throughout  the  patient's  .course  of 
chemotherapy.  Interview  with  the  Chief  of  Clinical  Services 
indicated  that  the  results  were  used  for  research  and  not 
incorporated  as  part  of  the  laboratory  reports  maintained  in 
the  patients'  medical  records.  The  protocol  study  chairperson 
had  access  to  the  toxicology  reports;  documentation  indicates 
that  reports  dated  12/5/94,  12/10/94,  1/4/95,  and  2/9/95  were 
submitted  to  the  Director  of  the  Protocol  Office.  These 
toxicology  reports  indicated  excessively  high  blood  levels. 
Interview  with  the  chairperson  confirmed  that  the  purpose  of 
the  review  of  the  toxicology  data  was  to  evaluate  the  effect 
of  the  adjunct  drugs  on  the  metabolism  of  the  chemotherapy 
drugs.  The  orders  were  not  checked  as  part  of  this  component 
of  the  research. 

CONCLUSIONS   AS   RESULT  OF   SUBSTANTIAL  ALLEGATION  FINDINGS 

The  hospital's  established  procedures  failed  to  adequately 
prevent  against  the  prescription,  preparation,  and 
administration  of   overdoses  of  chemotherapy  medications. 

The  primary  problem  identified  during  the  substantial 
allegation  survey  which  reviewed  the   internal   systems  of  the 


hospital  in  the  six  authorized  areas  (Governing  Body,  Quality 
Assurance,  Medical  Staff,  Nursing  Services,  Medical  Record 
Services,  Pharmaceutical  Services)  was  in  the  area  of  Quality 
Assurance  (QA) .  The  hospital's  QA  system  was  not  designed  or 
implemented  in  a  manner  which  assured  the  identification, 
resolution  and  evaluation  of  problems  identified  within  the 
various  organized  clinical  departments  of  the  hospital  or  the 
communication  of  QA  findings  to  a  central  QA  committee  or  the 
Governing  Body. 

The  hospital  wide  QA  efforts  were  not  consistent  with  the 
hospital  wide  QA  plan.  In  addition,  the  various  departmental 
QA  plans  were  inconsistent  with  the  hospital  wide  plan  and 
were  not  consistently  implemented.  Neither  the  Governing 
Body,  responsible  for  ensuring  that  there  is  an  effective, 
hospital  wide  QA  plan  including  all  organized  services  related 
to  patient  care,  nor  the  central  QA  committee,  responsible  for 
the  centralized  integration  and  coordination  of  the  hospital's 
QA  functions  and  activities,  consistently  received  the  results 
of  all  QA  efforts  and  were,  therefore,  unable  to  oversee  the 
resolution  of  problems  or  to  assure  that  adequate  resources 
were  brought  to  bear  upon  their  resolution. 

In  addition  to  the  QA  issues,  other  hospital  practices  were 
inconsistent  with  the  regulatory  requirements.  These 
practices  are  outlined  in  the  attached  Statements  of 
Deficiency . 


RECOMMENDATIONS /  COMMENTS 

1.  A  deficiency  letter  was  generated  as  a  result  of  non- 
compliance with  aspects  of  the  HCFA  Conditions  of 
Participation. 

2.  A  deficiency  letter  was  generated  as  a  result  of  non- 
compliance with  the  State  licensure  requirement  to  report 
serious  incidents   in  a  timely  manner  to  DPH . 

3.  Since,  in  addition  to  the  hospital's  compliance  with 
State  and  Federal  regulations,  the  allegations  also  related 
directly  to  the  quality  of  medical  practice  provided  by 
individual  physicians,  this  matter  will  be  referred  to  the 
Board  of  Registration  in  Medicine  for  their  review  and  follow- 
up,    as  appropriate. 

4.  Since,  in  addition  to  the  hospital's  compliance  with 
State  and  Federal  regulations,  the  allegations  also  raised 
issues  about  the  standards  of  nursing  practice  in 
administering  research  protocol  medications,  this  matter  will 
be  referred  to  the  Board  of  Registration  in  Nursing  for  their 
review  and   follow-up ,    as  appropriate. 

r> .   Since,    in  addition  to  the  hospital's  compliance  with  State 


and  Federal  regulations,  the  allegations  also  raised  issues 
about  pharmaceutical  practices,  this  matter  will  be  referred 
to  the  Board  of  Pharmacy  for  their  review  and  follow-up,  as 
appropr  i  ate . 


to 


Department-  of  health  &  human  services 


HEALTH  CARE  FINANCING 
ADMINISTRATION 


u 

c 

III 


Mai  i  2 


Division  of 

Health  Standards  &  Quality 
Region  1 

J.F.K.  Federal  Building 
Government  Center 
Boston,  HA  02203 


RECEIVED 

Mr.    Paul  Dreyer 

Division  of  Health  Care  Quality 
Department  of  Public  Health 
10  West  Street 

Boston,   MA       02111  ■  '.  .7  / 

Dear  Mr.  Dreyer: 

This  is  to  advise  you  that  we  have  removed  the  "deemed"  accredi- 
tation status  of  Dana-Farber  Cancer  Institute,  which  places  them 
under  the  jurisdiction  of  the  Massachusetts  survey  agency.  This 
was  done  as  a  result  of  the  substantial  allegation  survey  conducted 
by  your  staff  on  April  24,  1995. 

Please  have  your  staff  conduct  a  survey  of  the  remaining  Conditions 
of  Participation  including  CLIA  requirements,  as  soon  as  possible, 
after  May  27,  1995,  excluding  the  two  special  conditions  for 
psychiatric  hospitals.  The  health  and  laboratory  portions  must  be 
done  concurrently. 

If  you  have  any  questions,  please  call  Laureen  Hayes  of  my  staff 
at    (617)  565-1326. 

Sincerely  yours, 

Margaret  Leoni-Lugo 
Chief 

Survey  and  Certification  Branch 


cc:  HSQB 
JCAHO 


Page  2   -  Professor  Walsh 


Dana-Farber  Cancer  Institute  was  found  not  in  compliance  with  the 
following  Condition  of  Participation:  Quality  Assurance  (42  CFR 
§482.21).  In  accordance  with  section  1865(b)  of  the  Social 
Security  Act,  the  Massachusetts  Department  of  Public  Health, 
Division  of  Health  Care  Quality,  will  shortly  conduct  a  complete 
Medicare  survey  of  your  facility  to  assess  compliance  with  the 
other  Conditions  of  Participation  which  were  not  surveyed  during 
the  recent  survey.  They  will  also  furnish  you  with  a  complete 
listing  of  any  other  deficiencies  noted  during  the  full  survey. 

The  deficiencies  cited  at  this  time  do  not  affect  your  facility's 
accreditation,  Medicare  payments,  or  current  status  as  a 
participating  provider  of  hospital  services  in  the  Medicare 
program.  When  Dana-Farber  Cancer  Institute  has  been  found  to  meet 
all  the  Medicare  Conditions  of  Participation  for  hospitals,  the 
State  agency  will  discontinue  its  survey  jurisdiction. 

Under  HCFA  regulation  42  CFR  §498. 3(d),  this  notice  of  findings  is 
an  administrative  action,  not  an  initial  determination  by  the 
Secretary,  and  therefore  formal  reconsideration  and  hearing 
procedures  do  not  apply.  However,  if  you  feel  that  these  findings 
are  incorrect,  you  have  15  days  from  the  date  of  this  notice  to 
request  an  informal  review  of  the  findings  by  this  office  as 
provided  by  42  CFR  §488. 6(f).  Include  in  the  request  any  evidence 
and  arguments  which  you  may  wish  to  bring  to  the  attention  of  the 
Health  Care  Financing  Administration. 

Copies  of  this  letter  are  being  forwarded  to  the  Massachusetts 
Department  of  Public  Health,  Division  of  Health  Care  Quality  and 
the  Joint  Commission  on  Accreditation  of  Healthcare  Organizations 
(JCAHO)  .  You  can  pursue  your  concerns  with  the  JCAHO  at  any  time, 
if  you  so  prefer. 

If  you  have  any  questions,  please  call  Laureen  Hayes  of  my  staff 
at    (617)  565-1326. 

Sincerely  yours, 


Margaret  Leoni-Lugo 
Chief 

Survey  and  Certification  Branch 


Enclosure:  HCFA-2567 


cc:  HSQB 
/JCAHO 

/Division  of  Health  Care  Quality 


MAY  I  2  1995 


Professor  Christopher  T.  Walsh 
President 

Dana-Farber  Cancer  Institute 
44  Binney  Street 
Boston,   MA  02115 

Dear  Professor  Walsh: 

Section  1865  of  the  Social  Security  Act  and  implementing  regula- 
tions (42  CFR  §488.5),  provide  that  a  hospital  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  or  the  American 
Osteopathic  Association  will  be  "deemed"  to  meet  all  the  Medicare 
Conditions  of  Participation,  except  for  the  special  medical 
staffing  and  medical  record  requirements  for  psychiatric  hospitals. 

Section  1864  of  the  Act  requires  the  Secretary  of  Health  and  Human 
Services  to  conduct  a  survey  of  an  accredited  hospital 
participating  in  Medicare  if  there  is  a  substantial  allegation  of 
a  serious  deficiency  or  deficiencies  which  would,  if  found  to  be 
present,  adversely  affect  the  health  and  safety  of  patients.  If, 
in  the  course  of  such  a  survey,  a  hospital  is  found  to  have 
significant  deficiencies  with  respect  to  compliance  with  the 
Conditions  of  Participation,  we  are  required,  following  timely 
notification  to  the  accrediting  body,  to  keep  the  hospital  under 
Medicare  State  agency  survey  jurisdiction  until  the  hospital  is  in 
compliance  with  all  the  Conditions  of  Participation. 

We  have  received  a  report  of  the  deficiencies  found  by  the 
Massachusetts  Department  of  Public  Health,  Division  of  Health  Care 
Quality  during  its  recent  substantial  allegation  survey  of  your 
hospital.  Based  on  this  report,  we  find  that  Dana-Farber  Cancer 
Institute  is  not  in  compliance  with  all  the  Conditions  of 
Participation     for     hospitals.  A     complete      listing     of  all 

deficiencies  found  by  the  Division  of  Health  Care  Quality  is 
enclosed . 

These  deficiencies  have  been  determined  to  be  of  such  serious 
nature  as  to  substantially  limit  your  hospital's  capacity  to  render 
adequate  care  and  prevent  it  from  being  in  compliance  with  all  the 
Conditions  of  Participation  for  hospitals. 


William  F.  Weld 

Governor 


Gerald  Whitburn 

Secretary 


David  H.  Mulligan 

Commissioner 


June  8,  1995 


Christopher  T.  Walsh,  Ph.  D. 
President 

Dana-Farber  Cancer  Institute 
44  Binney  St. 
Boston/  MA  02115 


Dear  Dr.  Walsh; 

As  a  result  of  the  full  Medicare  inspectional  visit  concluded  on 
May  31,  1995,  the  deficiencies  on  the  enclosed  forms  are  brought  to 
your  attention.  This  final  report  includes  another  copy  of  the 
deficiencies  identified  during  the  initial  complaint  investigation 
survey  completed  on  April  24,  1995  which  was  previously  provided  to 
you,  and  to  which  you  responded  on  May  30,  1995,  as  well  as  the 
deficiencies  identified  at  the  conclusion  of  the  survey  on  May  31, 
1995. 

It  is  requested  that  you  submit  an  acceptable  Plan  of  Correction 
for  the  deficiencies  listed  to  this  office  by  June  19,  1995. 

An  acceptable  Plan  of  Correction  must  (1)  include  the  month,  day, 
and  year  a  deficiency  was  ,  or  will  be  corrected;  (2)  state  how  the 
deficiency  will  be,  or  has  been  corrected;  (3)  be  completed  on  the 
original  form  as  attached;  and  (4)  be  signed  by  the  administrator. 
The  plan  of  correction  will  be  returned  if  it  is  not  acceptable. 

You  are  advised  that  in  conformance  with  Public  Law  42  USC  1306(d) 
(disclosure  information)  the  deficiency  letter  together  with  your 
written  plan  of  correction  will  be  forwarded  to  the  Health 
Standards  and  Quality  Bureau  and  will  be  on  file  as  a  public 
record . 

If  your  written  plan  of  correction  is  not  forwarded  to  this  office 
within  the  designated  time  period,  the  deficiency  letter  will  be 
forwarded  to  the  above  mentioned  agency  together  with  a  statement 
that  you  have   failed  to  file  such  a  plan. 


Please  retain  a  copy  of  the  Statement  of  Deficiencies  and  Plan 
Correction  for  your   files.    PLEASE  TYPE  THE  PLAN  OF  CORRECTION. 


Kathleen  M.  Coyle 

Acting  Assistant  Director/Survey  Operations 


Enclosure 
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(XI )  Provider/Supplier/CLIA 
Identification  Number: 
220162 


(X2)      Multi[)le  Construction 

A.  Building 
 B.  Wing  


(X3) 


Date  Survey 

Completed 

05/31/95 


ime  of  Provider  or  Supplier 
ina-Farber  Cancer  Institute 


Street  Address,  City,  State,  Zip  Code 
44  Binncy  Street,  Boston,  MA  02115 


(X4)  ID 

Summary  statement  of  deficiencies 

ID  Prefix 

Provider's  plan  of  correction 

(X5) 

Prefix 

(each  deficiency  must  be  preceeded  by  full  regulatory 

Tag 

(each  corrective  action  should  be  cross-referenced  to 

Completion 

Tag 

or  LSC  identifying  information) 

the  appropriate  deficiency) 

dale 

K  000 

MEMO  TAG: 

K  000 

INITIAL  COMMENTS: 

INITIAL  COMMENTS: 

LIFE  SAFETY  CODE 

42  CFR  482.41  (a)  (b) 

The  facility  must  meet  the  applicable 

provisions  of  the  1985  edition  of  the 

LIFE  SAFETY  CODE"  (LSC)  of  the 

"National  Fire  Protection  Association" 

(NFPA)  #101 ,  for  an  existing  building. 

Form  HCFA-2786P  was  completed. 

K017 

NFPA  101  ELEMENT  of  STANDARD: 

K  017 

Carts  and  trash  receptacles  have  been  removed. 

5/31/95 

LIFE  SAFETY  CODE  STANDARD 

Mounted  wall  shelving  has  also  been  removed. 

Corridors  are  separated  from  use  areas 

by  walls  constructed  with  at  least  a 

one-hour  (existing-20min.)  fire 

resistive  rating,  extending  from  the 

floor  to  the  roof/floor  above.  LSC 

12-3.6.1,  13-36  1 

This  ELEMENT  is  not  met  as  evidenced  by 

Based  on  observations,  all  use  areas 

were  not  separated  from  corridors  as 

required 

boratory  Director's  oi  Provider/Supp 

lier  Representative's  Signature 

'  ll'c  Chief  Financial 
Officer 

(X6)  Date 
19  June  19' 

eficiency  statemeni  ending  with  :m  asterisk  (  1  )  denote;*  a  deficiency  which  may  be  excused  from  correcting  providing  it  is  determined  thai 
:r  safeguards  provide  Mill  iciem  protection  io  the  paitenis.  The  findings  above  arc  discloseable  90  days  following  the  date  of  survey  whelhei 
ot  a  plan  of  correct  i<  m  is  |<n<\  deficiencies  are  cited,  an  apporved  plan  oi  con ect  ion  is  requisite  to  continued  program  participation 
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tatement  of  Deficiencies  and 
Ian  of  Correction 

(XI)  Provider/Supplier/CLIA 
Identification  Number: 
220162 

(X2)      Multiple  Construction 

A.  Building 

B.  Wing  - 

(X3)      Date  Survey 
Completed 
05/31/95 

ame  of  Provider  or  Supplier 
ana-Farber  Cancer  Institute 

Street  Address,  City,  State,  Zip  Code 
44  Binnev  Street,  Boston,  MA  02115 

(X4)  ID 
Prefix 
Tag 

Summary  statement  of  deficiencies 
(each  deficiency  must  be  proceeded  by  full  regulatory 
or  LSC  identifying  information) 

ID  Prefix 
Tag 

Provider's  plan  of  correction 
(each  corrective  action  should  be  cross-referenced  to 
the  appropriate  deficiency) 

(X5) 
Completion 
date 

K0I7 

(Continued  From  Page  1 ) 
THE  FINDINGS  INCLUDE: 

There  were  three  handwash  areas  on  the 
12th  floor  corridor  which  each 
contained  two  mobile  supply  carts  and 
two  trash  receptacles. 

K019 

NFPA  101  ELEMENT  of  STANDARD: 
LIFE  SAFETY  CODE  STANDARD 

K019 

1 .  Vision  panels  to  be  changed  to  wire  glass. 
Room  #1204  installation  completed  on  6/12/95 

6/12/95 

Vision  panels  in  corridor  walls  and 
doors  must  be  fixed  wired  glass  in 
steel  frames,  limited  to  1296  square 
inches  unsupported  glazing.  When  fully 
sprinklered,  wire  glass  is  not  required 
and  there  is  no  size  limitation.  LSC 
12-3.6.2.  12-3.6.3,  13-3.6.2.  13-3.6.3 

Room  #21 14  panel  replacement  by  6/16/95 

6/16/95 

This  ELEMENT  is  not  met  as  evidenced  by: 

Based  on  observations,  vision  panels 
were  not  constructed  as  required  for  a 
floor  that  was  not  protected 
throughout  by  automatic  sprinklers. 

2.  #1218  door  to  be  replaced.  Replacement  door 
to  have  vision  panel  1296  square  inches  of 
wired  glass. 

6/15/95 

THE  FINDINGS  INCLUDE: 

The  entire  I2lh  floor  was  not  protected  throughout  by 
automatic  sprinklers,  and  vision  panels  were  deficient 
as  follows: 

1    The  corridor  doors  to  rooms 
#1204  and  #1214  had  plain 
glass/plastic  vision  panels 

2   The  corridor  door  to  room  #  12 1 8 
had  a  30"  \  62"  plain  glass 
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K061 

NFPA  101  ELEMENT  of  STANDARD: 

K061 

Tamper  switches  to  be  installed  and  tied  to  the  fire 

6/24/95 

LIFE  SAFETY  CODE  STANDARD 

alarm  panel.  Pressure  gauges  to  be  installed  on  both 

sides  of  valves. 

The  main  control  valve  of  the  sprinkler 

system  must  be  electrically  supervised 

with  at  least  a  local  alarm  activated 

upon  closing.  LSC  12-3.5.3,  13-3.5.3 

This  ELEMENT  is  not  met  as  evidenced  by: 

Based  on  observrtions,  main  sprinkler 

control  valves  were  not  electrically 

supervised. 

THE  FINDINGS  INCLUDE: 

The  four  main  sprinkler  control  valves 

installed  with  the  backflow  preventers 

were  not  electrically  supervised. 

They  were  locked  in  the  open  position. 

K062 

NFPA  101  ELEMENT  of  STANDARD: 

K062 

Fire  pump  preventive  maintenance  program  element 

6/13/95 

LIFE  SAFETY  CODE  STANDARD 

has  been  changed  from  "quarterly"  to  "monthly". 

Sprinkler  systems  are  maintained. 

inspected,  and  tested  periodically.  LSC 

31-1.3.1,31-1.3.2 

This  ELEMENT  is  not  met  as  evidenced  by: 

Based  on  record  review  and  confirmed 

by  interview,  the  automatic  sprinkler 

system  was  not  properly  tested.  NFPA 

13A,  Section  2-4  2.1  requires  electric 

motor  driven  fire  pumps  to  be  run  up 

to  speed  for  10  minutes  at  least  monthly 

THE  FINDINGS  INCLUDE 
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K075 

NFPA  101  ELEMENT  of  STANDARD: 

K075 

Purchase  Order  #152250  OP.  dated  6/7/95 

Delivery  by 

LIFE  SAFETY  CODE  STANDARD 

issued  to  General  Medical  Corporation  for  the 

6/30/95 

purchase  of  UL/FMS  listed  waste  receptacles. 

Wastebaskets  in  patient  rooms  are  non- 

combustible  or  have  a  UL/FM  rating  for 

containing  fire.  LSC  31-4.5.4 

This  ELEMENT  is  not  met  as  evidenced  by: 

Based  on  observations,  it  was 

revealed  that  the  facility  did  not 

assure  that  wastebaskets  meet  the 

requirements. 

• 

THE  FINDINGS  INCLUDE: 

Wastebaskets  used  in  several  patient 

rooms  on  the  1 2th  floor  were  of 

combustible  construction. 
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finding  of  non-compliance  with  the 
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for  the  following  remaining 
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482.11  -  Compliance  with  Federal, 
State  and  local  laws 


482 
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Radiological  Services 
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Laboratory  Services 
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Food  and  Dietetic  Services 
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Physical  Environment 
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Nuclear  Medicine  Services 
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DANA-FARBER  CANCER  INSTITUTE 

PLAN  FOR  QUALITY  ASSURANCE  AND  IMPROVEMENT 


PHILOSOPHY 


Dana-Farber  Cancer  Institute  (DFCI)  is  a  Comprehensive  Cancer  Center  dedicated  to  providing  the 
highest  quality  care  to  those  patients  living  with  cancer,  and  their  families.  A  central  part  of  its 
mission  is  to  make  the  most  advanced  care  available  to  patients  and  to  develop  improved  methods 
of  preventing,  detecting,  treating  and  curing  cancer. 


PURPOSE  AND  MISSION 

The  Quality  Assurance/Risk  Management  Program  at  DFCI  is  designed  to  support  and  reflect  the 
Institute's  commitment  to  quality  patient  care.  The  following  premises  are  central  to  the  success  of 
the  program: 


•  The  entire  leadership  --  Board  of  Trustees  and  senior  management  --  is  committed  to,  responsible  for 
and  actively  involved  in  quality  assurance  and  improvement  as  described  herein. 

•  The  quality  assurance  and  improvement  effort  will  be  centrally  coordinated  and  integrated,  but  will 
incorporate  a  multidisciplinary  approach  to  quality  improvement. 

•  The  quality  assurance  and  improvement  effort  will  focus  on  measurable  indicators,  including 
outcomes,  and  on  the  processes  which  are  critical  to  achieving  those  outcomes. 

•  The  quality  assurance  and  improvement  program  will: 

•  Identify  and  prioritize  processes  and  related  outcomes  in  need  of  improvement. 

•  Cause  action  plans  to  be  developed  and  implemented. 

•  Provide  for  continuous  monitoring  of  processes  and  identification  of  opportunities  for  Improvement. 

•  The  quality  improvement  program  will  facilitate  and  require  appropriate  communication  pertaining  to 
quality  issues  at  all  levels  of  the  organization. 
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AUTHORITY  AND  ACCOUNTABILITY 

The  final  authority  to  ensure  that  quality  patient  care  is  provided  rests  with  DFCI  Board  of  Trustees. 
By  approval  of  this  plan,  the  Board  of  Trustees  authorize  DFCI  senior  leadership  and  the  medical 
staff  to  establish  this  quality  assurance  and  improvement  program,  and  will  hold  them  responsible  for 
implementing  this  program.  DFCI  senior  leadership  and  the  medical  staff  will  report  at  least 
quarterly  to  the  Board  of  Trustees  the  results  of  the  quality  assurance  and  improvement  program. 


LEADERSHIP  ROLE 

Senior  leadership  of  the  Dana-Farber  Cancer  Institute  for  this  purpose  includes  the  President  and 
Chief  Executive  Officer,  the  Physician  in  Chief,  the  Chief  Financial  Officer,  the  Chief  Operating 
Officer,  the  Chief  of  Clinical  Services,  and  the  Chief  of  Communication  and  External  Affairs.  Senior 
leadership  of  the  DFCI  will  set  priorities  and  make  decisions  regarding  the  Institute's  mission,  vision, 
and  quality  improvement  plans.  Consideration  will  be  given  to  all  aspects  of  the  organization's 
mission,  including  clinical  care  of  patients,  teaching,  and  research.  Senior  leadership  will  effectively 
communicate  strategic  plans  to  all  departments  within  the  organization  and  will  give  direction 
regarding  specific  quality  assurance  measures  and  improvement  projects. 
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ORGANIZATIONAL  GOALS-ONGOING 

1 .  To  assess  and  improve  the  care  provided  to  patients,  their  families,  and  the  community. 

2.  To  integrate  quality  assurance  and  improvement  activities  into  a  comprehensive,  on-going  and 
systematic  program. 

3.  To  effectively  communicate  the  Institute's  commitment  to  quality  patient  care  at  all  levels  of  the 
organization. 

4.  To  provide  structure  and  direction  to  departmental  quality  assurance  and  improvement  efforts. 

5.  To  establish  multidisciplinary  teamwork  as  the  method  for  evaluating  and  improving  care. 

6.  To  improve  the  availability  of  aggregate  clinical  and  research  data  for  use  by  clinicians  and  care 
providers  in  the  assurance  and  improvement  process. 

7.  To  utilize  patient  satisfaction  data  in  analyzing  and  improving  clinical  care. 

8.  To  develop  and  implement  appropriate  staff  education  programs  in  response  to  identified 
learning  needs. 

9.  To  develop  a  system  of  corresponding  indicators  that  can  be  used  for  comparison  with  cancer 
centers  from  around  the  country. 

10.  To  improve  communication  with  DFCI  patients  and  families. 

11.  To  establish  continuous  improvement  in  quality  as  a  guiding  organizational  value 

12.  To  assure  compliance  with  applicable  laws  and  accrediting  bodies. 

OBJECTIVES  FOR  1995 

1 .  To  provide  comprehensive,  mandatory  protocol  education  for  all  relevant  staff  members,  for 
example,  pharmacists  and  nurses. 

2.  To  assure  compliance  with  all  DPH,  HCFA,  and  JCAHO  regulations. 

3.  To  disseminate  the  1995  QA/QI  plan  to  all  staff  members  of  the  organization. 

4.  To  improve  reporting  of  QA/QI  results  and  initiatives  to  the  Board  of  Trustees 

5.  To  assure  the  effective  implementation  and  functioning  of  the  newly  created  Quality 
Improvement  Committee. 
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ORGANIZATION 


The  quality  assurance  and  improvement  program  is  organized  to  facilitate  communication, 
implementation,  and  monitoring  at  all  levels  of  the  organization,  with  the  Joint  Committee  on  Quality 
Assurance  and  Risk  Management  having  ultimate  oversight  responsibility.  The  scope  of  the  program 
encompasses  both  the  medical  staff  peer  review  activities,  the  Institution-wide  quality  assurance  and 
improvement  activities,  as  well  as  the  QA  activities  of  all  contracted  services.  Quality  improvement 
activities  include  multidisciplinary  teams  to  respond  to  issues  and  problems  which  must  be  solved. 


DEPARTMENTAL  QUALITY  ASSURANCE 

Each  department  manager  is  responsible  for  monitoring,  evaluating,  and  improving  the  care  or 
services  provided  by  their  department  and  for  any  additional  contracted  services.  The  manager  is 
responsible  for  developing  indicators  that  measure  the  most  important  aspects  of  those  services. 
Each  year,  in  the  departmental  quality  plan,  the  department  manager  will  outline  which  indicators 
have  been  chosen  and  the  rationale  for  each  choice.  At  least  two  indicators  will  be  monitored 
continuously  throughout  the  year  with  additional  indicators  added  if  problems  or  issues  arise  during 
the  year.  As  opportunities  for  improvement  are  identified,  the  manager  will  develop  and  implement 
an  action  plan.  The  plan  will  be  communicated  to  staff  within  the  department  and  to  the  Quality 
Improvement  Committee  through  the  quarterly  departmental  reporting  mechanism.  Each 
department,  as  well  as  every  Ql  team  will  report  to  the  Quality  Improvement  Committee  on  a 
quarterly  basis. 


COMMITTEE  STRUCTURE 

Joint  Committee  on  Quality  Assurance  and  Risk  Management 

The  Joint  Committee  on  Quality  Assurance  and  Risk  Management  directs  quality  assurance,  risk 
management,  and  continuous  quality  improvement  at  the  Dana  Farber  Cancer  Institute.  It  oversees 
the  quality  assurance  and  improvement  work  of  the  Clinical  Executive  Committee  and  the  Quality 
Improvement  Committee,  and  is  charged  with  setting  organizational  improvement  goals,  approval  of 
specific  quality  improvement  projects  and  the  allocation  of  resources  to  such  projects.  It  also  serves 
as  the  Patient  Care  Assessment  Coordinator  as  defined  in  the  regulations  of  the  Board  of 
Registration  in  Medicine.  The  Chairperson  is  a  trustee  member.   Membership  consists  of  at  least 
two  members  of  the  Board  of  Trustees,  and  in  addition,  the  Physician-in-Chief,  a  representative  from 
the  Risk  Management  Foundation,  senior  adult  and  pediatric  physicians,  the  Chief  of  Clinical 
Services,  Representatives  from  Pharmacy  and  Nursing  Leadership,  Chairperson  of  the  Clinical 
Executive  Committee,  the  Director  and  Assistant  Director  of  Quality  and  Risk  Management,  and  any 
others  as  the  Chairperson  deems  necessary. 
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Quality  Improvement  Committee 

The  Quality  Improvement  Committee  assures  the  implementation  and  proper  functioning  of  the 
overall  Ql  program  and  is  responsible  to  the  Joint  Committee  on  Quality  Assurance  and  Risk 
Management.  It  serves  as  a  resource  to  departments  regarding  improvement  goals  and 
implementation  strategies  for  all  quality  improvement  initiatives.  The  Committee  is  charged  with 
oversight  of  departmental  quality  assurance  programs  and  quality  improvement  teams  through 
review  of  quarterly  QA  reports.  The  Committee  assures  that  departmental  quality  programs  are 
consistent  with  the  organizational  goals  and  provides  feedback  to  individual  departments  to  this  end. 
The  Chairperson  will  be  a  senior  medical  staff  member.  Membership  consists  of  the  Chief  of  Clinical 
Services,  Chief  Operating  Officer,  Chief  Financial  Officer,  representatives  from  Nursing  and 
Pharmacy  Leadership,  Physicians  responsible  for  Departmental  Quality  Improvement,  Associate 
Chief  of  Clinical  Services,  the  Director  and  Assistant  Director  of  Quality  and  Risk  Management,  and 
any  others  as  the  chairperson  deems  necessary. 


Clinical  Executive  Committee  (CEC) 

The  Clinical  Executive  Committee  is  responsible  to  the  Joint  Committee  on  Quality  Assurance  and 
Risk  Management  for  QA/QI  issues.  The  Clinical  Executive  Committee  is  charged  with  developing 
improvement  goals  in  the  area  of  clinical  care  based  on  quality  improvement  reports,  Medical  Staff 
Committee  reports,  and  the  results  of  clinical  research.  When  opportunities  for  interdisciplinary 
improvement  are  identified,  the  Chairperson  of  the  Clinical  Executive  Committee  will  collaborate  with 
the  Quality  Improvement  Committee  to  facilitate  this  work.  All  standing  Medical  Staff  Committees 
report  monthly  to  the  CEC  through  a  review  of  meeting  minutes  by  the  Administrative  and  Medical 
Chairpersons  of  the  CEC.  Membership  consists  of  the  Physician-in-Chief  who  will  also  serve  as 
chairperson,  the  Clinical  Directors,  the  Chief  and  Associate  Chief  of  Clinical  Services,  Nursing, 
Social  Work  and  Pharmacy  Leadership,  Chief  Operating  Officer,  the  Director  of  Quality  and  Risk 
Management  who  will  serve  as  administrative  chairperson,  the  Assistant  Director  of  Quality  and  Risk 
Management,  and  any  others  as  the  chairperson  deems  necessary. 

MODEL 

The  Institution  embraces  a  systematic,  continuous  cycle  of  improvement.  The  methodology  in  use 
includes:  1)monitoring  of  specific  departmental  indicators;  2)collecting  of  relevant  data;  3)analyzing 
and  displaying  the  data;  4)designing  an  action  plan;  and  5)subsequent  rereview  and  follow-up.  This 
method  encourages  the  consistent  collection  and  analysis  of  data  at  all  levels  of  the  organization, 
requires  the  implementation  of  process  improvements,  and  subsequent  reevaluation. 
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PERFORMANCE  MEASUREMENT 


Ongoing  performance  measurement  will  be  conducted  by  all  medical  staff,  clinical  support 
departments  and  contracted  services.  Measurement  will  include  both  new  and  ongoing  processes 
and  will  be  interdisciplinary  wherever  possible.  Clinicians  will  frequently  choose  clinical  outcome  as 
a  measure  of  performance,  however  since  patient  care  is  a  complex,  interactive  process  it  is 
recognized  that  additional  process  measures  must  also  be  instituted  in  order  to  effect  change. 
Measurement  of  patient  satisfaction  as  an  indicator  of  organizational  performance  is  also  underway. 
These  data  will  be  utilized  in  the  departmental  quality  improvement  process  and  in  planning  for  new 
programs. 

Specific  process  measures  are  selected  for  two  purposes:  first,  to  measure  and  analyze  the 
performance  of  processes  that  have  been  targeted  for  improvement,  and  second  to  monitor 
important  processes  that  are  currently  stable.  DFCI  process  measures  are  chosen  for  one  of  several 
reasons: 

•  They  affect  a  large  number  of  patients 

•  They  place  patients  at  risk  if  not  performed  well 

•  They  are  known  to  be  problem  prone 


PERFORMANCE  IMPROVEMENT 

The  DFCI  is  committed  to  improving  its  performance  by  improving  processes  and  outcomes. 
Improvement  activities  will  be  measured  to  evaluate  the  effectiveness  of  actions  taken.  If  expected 
improvement  is  not  evidenced  within  the  identified  time  frame,  actions  will  be  reassessed  and  an 
new  action  plan  developed. 


EVALUATION  OF  EFFECTIVENESS 

In  January,  each  department,  committee,  and  team  will  prepare  a  quality  assurance  plan  and  an 
annual  evaluation  of  program  effectiveness  for  review  by  the  Institute  Quality  Improvement 
Committee.  The  departmental  QA  plans  and  goals  will  be  consistent  with  the  overall  Institution-wide 
plan.  Based  on  these  reports,  recommendations  will  be  made  to  the  Joint  Committee  on  Quality 
Assurance  and  Risk  Management  regarding  overall  effectiveness  of  current  programs,  strategies  for 
development  of  future  programs,  opportunities  for  improvement  and  allocation  of  resources. 
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Christopher  T.  Walsh,  Ph.  D. 
President 

Dana-Farber  Cancer  Institute 

44  Binney  Street 

Boston,   Massachusetts  02115 


Dear  Dr.  Walsh: 

Based  upon  a  report  of  a  follow-up  survey  completed  by  the 
Massachusetts  Department  of  Public  Health  on  July  13,  1995,  we  have 
determined  that  Dana  Farber  Cancer  Institute  is  now  in  compliance 
with  all  the  Medicare  Hospital  Conditions  of  Participation. 

In  view  of  your  implementation  of  your  plan  of  correction  the  State 
will  no  longer  have  survey  jurisdiction  over  your  facility.  Dana 
Farber  Cancer  Institute  can  again  be  recognized  as  meeting  Medicare 
requirements  by  virtue  of  its  accreditation  by  the  Joint  Commission 
or:  Accreditation  of  Healthcare  Organizations   (JCAHO) . 

We  have  forwarded  a  copy  of  this  letter  and  our  findings  from  this 
survey  to  the  JCAHO. 

We  appreciate  your  efforts  and  the  steps  taken  to  correct  the 
Medicare  deficiencies  cited  by  the  Massachusetts  Department  of 
Public  Health.  We  thank  you  for  your  cooperation  and  look  forward 
to  working  with  you  on  a  continuing  basis  in  the  administration  of 

the  Medicare  program. 


Provider  Number: 


22-0162 


Sincerely  yours, 


Margaret  Leoni-Lugo,  Chief 
Survey  and  Certification  Branch 


cc : 


JCAHO 
MA  S/A 

HSQB 
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Christopher  T.  Walsh,   Ph.  D. 
President 

Dana-Farber  Cancer  Institute 

44  Binney  Street 

Boston,  Massachusetts  02115 

Provider  Number:  22-0162 

Dear  Dr.  Walsh: 

Based  upon  a  report  of  a  follow-up  survey  completed  by  the 
Massachusetts  Department  of  Public  Health  on  July  13,  199  5,  we  have 
determined  that  Dana  Farber  Cancer  Institute  is  now  in  compliance 
with  all  the  Medicare  Hospital  Conditions  of  Participation. 

In  view  of  your  implementation  of  your  plan  of  correction  the  State 
will  no  longer  have  survey  jurisdiction  over  your  facility.  Dana 
Farber  Cancer  Institute  can  again  be  recognized  as  meeting  Medicare 
requirements  by  virtue  of  its  accreditation  by  the  Joint  Commission 
on  Accreditation  of  Healthcare  Organizations   (JCAHO) . 

We  have  forwarded  a  copy  of  this  letter  and  our  findings  from  this 
survey  to  the  JCAHO. 

We  appreciate  your  efforts  and  the  steps  taken  to  correct  the 
Medicare  deficiencies  cited  by  the  Massachusetts  Department  of 
Public  Health.  We  thank  you  for  your  cooperation  and  look  forward 
to  working  with  you  on  a  continuing  basis  in  the  administration  of 
the  Medicare  program. 

Sincerely  yours, 


Margaret  Leoni-Lugo,  Chief 
Survey  and  Certification  Branch 

cc:  JCAHO 
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p  STATE  SURVEY  AGENCY  REMARKS  (IF  APPLICABLE  SHOW  LTC  CANCELLATION  DATE  IN  REMARKS). 

.lecommend  return  to  accrediting  bodv  jurisdiction  based  on  an  accep/at/le  plan  of  correction  and  a  follow-up  visit 
completed  July  13,  1995.  (continued  in  Remarks) 


7AURVEY0R  SIGNATURE 
harilyn  Button  ^-><0(li9i 


0 

7 

2 

0 

9 

5 

M 

M 

D 

D 

Y 

Y 

NCY  APPROVAL 

h.  D,  Director 


(L20) 


0 

7 

2 

0 

9 

5 

M 

M 

D 

D 

Y 

Y 

PART  II  -  TO  BE  COMPLETED  BY  HCFA  REGIONAL  OFFICE  OR  SINGLE  STATE  AGENC- 


9.  DETERMINATION  OF  ELIGIBILITY 


1-  FACILITY  IS  ELIGIBLE  TO  PARTICIPATE 

2-  FACILITY  IS  NOT  ELIGIBLE  TO  PARTICIPATE 


211 


20. 


COMPLIANCE  WITH 
CfVTL  RIGHTS  ACT 


STATCWENT  OF  FIN.'- 


3  BOTH  OF  THE  ABO'-'c 


SOLVENCY  l-CFA-257; 

ol  interest  oisclosu 


•■..caasaswiK 


2.  ORIGINAL  DATE 
OF  PARTICIPATION 


23.  LTC  AGREEMENT 
BEGINNING  DATE 


24.  LTC  AGREEMENT 
ENDING  DATE  " 


26  TERMINATON  ACTION 

VOLUNTARY 


M    M    D     D  Y 


27  ALTERNATIVE  SANC"  I  ON 


KTC  EXTENSION 
jDATE 


a  suspension  cr  admissions 


iESClND  SUSPENSION  OATE 


M    M     0      0      1  Y 


M      D       D      Y  Y 


1  MERGER.  CLOSURE 
?  OlSSATISFACTION 

WITH  RClMBURSEMEN 
3  RISK  OF  INVOUJNTARV 

1T.RMINA1  ON 
-  OTHER  REASON 

FOR  WrTMDRAWAl 


73  N7EF.MEDIASY/CARH!! 


30  REMARKS 


Dana  Farber  Cancer  Institute 

The  Condition  of  Quality  Assurance  was  in  compliance  and  all  cited  deficiencies  were  corrected. 
See  the  attached  summary  on  the  follow-up  visit. 


/;A-  FARBER   CANCER  INSTITUTE 


SUMMARY  OF  FOLLOW-UP  VISIT 
JULY   1C,    11,    12,    13,  1995 


QUALITY  ASS  ^ 

Based  on  sui  .     mtial  compliance  with  regulatory  requirements  the 
Condition  of   Participation  for  Quality  Assurance    (OA)   was  met . 

Review  of  ma  Farber  Cancer  Institute    (DFCI)  Quality 

Assurance  pi,        OA  Committee  minutes,   departmental  QA 
reports/minutes,    documentation  of  staff  education  programs,  and 
staff  interviews  revealed  that  the  hospital  had  developed  a 
comprehensive  Quality  Assurance  and  Improvement  Plan  which 
encompassed  all  direct  patient  care  services  within  the 
organization,    including  pertinent  contract  services.  The 
hospital-wide  program  clearly  defined  an  ongoing  reporting 
structure  for  all  departments  to  regularly  evaluate  the  provision 
of  patient  care  services  and  report  quality  assurance  monitoring 
activity  to  the  DFCI  Board  of  Trustees. 

•  The  hospital -wide  Quality  Assurance  plan  was  formally 
approved  by  the  Executive  Committee  of  the  Board  of  Trustees 

on  June  27,    19  95. 

©    The  Quality  Assurance  program  was  significantly  strengthened 
by  the  reorganization  of  key  hospital  quality  assurance 
committees    (Joint  Committee  on  Quality  Assurance  and  Risk 
Management,    and  the  hospital -wide  Quality  Improvement 
Committee),    and  by  the  recent  appointments  of: 

1)  a  Board  of  Trustees  member  as  Chairperson  of  the 
Joint  Committee  on  Quality  Assurance  and  Risk 

Management,  and, 

2)  a  DFCI  physician  as  Chairperson  of  the  hospital's 
Quality  Improvement  Committee. 

•  The  Quality  Control  Center    (which  monitored  clinical 
research  quality)   was  integrated  into  the  hospital -wide 
quality  assurance  program  through  its  newly  structured 
reporting  obligation  to  the  hospital's  Clinical  Executive 
Committee.     The  Clinical  Executive  Committee  in  turn, 
reported   its  activities  to  the  Joint  Committee  on  Quality 
Assurance    ind  Risk  Management  who  reported  to  the  Board  of 
Trustees . 

•  Numerous  c  education  programs  had  been  conducted  at 
every  leve L  of  the  organization    (with  assistance  from 
several           th  care  consultants)    to  inform  and  train 
personnel   regarding  the  Quality  Assurance  program's 
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operation,    structure,    and  mor.i  •  ■  ing  and  reporting 

responsibilities.      In  addition  departmental  quality 

assurance  plans  and  indicators  ;  been  revised  to  reflect 

hospital -wide  program  goals  and  objectives.     The  reporting 

structure  for  each  department  clearly  defined. 


•  Departments  of  Pediatric  Oncology,    Infection  Control, 
Pharmacy,   Nursing  and  Clinical  Laboratory  had  submitted 
monitoring  data    (as  required  according  to  the  Quality 
Improvement  Reporting  Schedule)    to  the  hospital  Quality 
Improvement  Committee  for  review  on  June  21,    1995.  Where 
applicable,    corrective  action  plans  had  been  formulated, 
follow-up  action  and  evaluation  discussed,    and  pertinent 
information  forwarded  to  the  Joint  Committee  on  Quality 
Assurance  and  Risk  Management  on  June  28,  1995. 

•  Review  of  medication  error/incident  documentation  revealed 
that  occurrences  were  tabulated,   evaluated  and  analyzed  in  a 
manner  which  would  enable  the  timely  identification  of 
patterns,    trends  or  causes  of  such  occurrences,   and  the 
development  of  remedial  action  plans  to  address  identified 
issues . 


MEDICAL  STAFF 

Review  of  the  revised  Medical  Staff  bylaws,    rules  and 
regulations,   minutes  of  medical  staff  meetings,    internal  chart 
audits,   medical  records,   and  staff  interviews  revealed  that 
medical  staff  education  had  been  provided  and  corrective  action 
had  been  implemented  for  deficiencies  cited  during  the  survey 
completed  April   24,  1995. 

•  On  June  27,    1995,    the  Dana  Farber  Cancer  Institute 
Professional  Medical  Staff  reviewed  the  bylaws,    and"  rules 
and  regulations.     The  review  addressed  Quality  Assurance 
issues,   policies  regarding  chemotherapy  orders,    and  the 
medical  staff  appointment  process  for  Physician  Assistants. 
The  revised  Bylaws  were  approved  by  the  Board  of  Trustees  on 
June  27,    1995 . 

•  Review  of  the  minutes  of  the  July  5,    1995  Medical  Staff 
meeting,    revealed  that  audits  of  medical  records  had  been 
conducted  with  effective  corrective  action  taken.     Review  of 
medical  records  revealed  that  physician  documentation 
reflected  substantial  compliance  with  medical  staff  rules 
and  regulations  regarding  accuracy,    legibility,    consent  for 
treatment,    attending  physicians'    signatures  for  chemotherapy 
orders,    and  completeness  of  the  medical  record. 
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NURSING  SERVICES 

Review  of  revised  nursing  policies  and  procedures,   minutes  of 
meetings  of  nursing  staff,    staff  education  programs,    nursing  unit 
chemotherapy  protocol  manuals,   medical  records  and  scaff 
interviews  indicated  that  appropriate  corrective  action  plans  had 
been  implemented  and  substantial  compliance  with  regulations  had 
been  achieved  for  previously  cited  deficiencies . 

•  Nursing  policies  and  procedures  had  been  revised  and  nursing 
care  plans  included  identification  of  expected  and  uncommon 
drug  toxicities  relative  to  specific  chemotherapy  protocols. 
Daily  patient  chart  reviews  on  each  in-patient  unit  were 
conducted  by  nursing  staff .     The  results  were  reviewed  daily 
by  staff  and  appropriate  and  effective  follow-up  actions 
were  taken.     Review  of  a  sample  of  current  inpatient  records 
revealed  that  nursing  care  plans  had  been  revised  and 
updated  to  reflect  current  patient  needs. 

•  Review  of  medical  records  revealed  that  transcription  of 
medication  orders  and  medication  administration  records  were 
complete,   accurate,   and  processed  in  accordance  wiw_h  revised 
hospital  procedures.     These  revised  procedures  required  that 
two  nurses  review  physician  orders  for  patient  chemotherapy 
to  verify  the  accuracy  of  the  chemotherapy  drugs  and  dosages 
against  the  standardized  protocol,   prior  to  the 
administration  of  the  chemotherapy.      In  addition,    a  daily 
chart  audit  was  conducted  to  ensure  compliance  with  the 
nursing  policies  and  procedures. 

•  Copies  of  current  chemotherapy  protocols  were  available  on 
each  inpatient  unit.     An  effective  system  was  in  place  to 
ensure  that  protocols  were  current  and  that  nursing'  staff 
were  provided  ongoing  protocol  education. 


MEDICAL  RECORDS 

Review  of  medical  records,    daily  internal  chart  audits,  staff 
education  programs,   patient  consent  forms,  chemotherapy 
protocols,    and  staff  interviews  confirmed  that  substantial 
progress  and  appropriate  corrective  action  had  been  implemented 
to  address  cited  deficiencies. 

•    A  sample  review  of  entries  in  medical  records  generated 

since  the  April  1995  survey  were  legible,    complete,  timely, 
and  accurate.     Current,   and  appropriate  patient  consent 
forms  had  been  signed,    as  applicable. 
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PHARMACEUTICAL  SERVICES 

Observations,    staff  interviews,   and  review  of  policies, 
procedures,   minutes  of  meetings,    staff  education  programs,  and 
controlled  substance  inventory  records  indicated  that  the 
hospital  was  in  compliance  with  amended  Pharmacy  Department 
policies  and  procedures  and  with  regulatory  requirements  for 
Pharmaceutical  Services. 

•  Accountability  for  controlled  substances  received  and 
dispensed  in  the  Pharmacy  Department  had  significantly 
improved.     A  review  of  the  Pharmacy  Department's  controlled 
substance  records  revealed  that  perpetual  inventories  were 
established  for  controlled  substances     CIII,    CIV,    and  CV . 
Selected  controlled  substances  were  audited  and  were 
accurate . 

•  The  Pharmacy  and  Therapeutics  Committee  meeting  minutes 
indicated  that  pharmacy  inservices  had  been  provided  to 
train  staff  regarding  amended  policies  and  procedures 
relative  to  DFCI's  plan  of  correction. 

•  Review  of  the  monthly  drug  storage  inspectional  reports 
documented  by  the  hospital  for  May  1995  and  June  1995  were 
complete . 

•  Drug  storage  areas  and  portable  medication  carts  were 
securely  locked  in  all  areas  reviewed.     The  14th  floor 
satellite  pharmacy  had  been  relocated  to  a  larger  space  for 
improved  drug  storage  facilities.     The  Intravenous  Room  had 
been  redesigned  to  reduce  potential  cross  contamination. 

•  Nursing  documentation  on  twenty  Daily  Narcotic  Disposition 
Records  reviewed  revealed  that  documentation  was  accurate 
and  complete . 

•  DFCI  Chemotherapy  Protocols,   new,   and/or  amended,  were 
distributed  by  the  DFCI  Protocol  Office  to  each  in-patient 
and  out-patient  pharmacy  location  through  a  process  which 
ensured  that  current  protocols'  were  readily  available. 
Copies  of  current  chemotherapy  protocols  were  available  in 
applicable  areas  reviewed. 

•  Interviews  and  observation  of  three  staff  pharrr  ns 
revealed  that  medication  orders  were  entered  computer 
according  to  DFCI  policy  and  procedures  for  respective 
areas . 
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•    Observation  and  documentation  reviewed  indicatec   _ aat 
infection  control  practices  regarding  use  of  the  laminar 
flow  hoods  were  acceptable. 


•    Compounded  pharmacy  preparations  were  documented  on  the 
manufacturing  log  with  all  elements  reported.     Labeling  of 
parenteral  admixtures  met  acceptable  standards  of  practice. 
Interviews  with  hospital  pharmacists  and  technicians 
revealed  staff  knowledge  and  understanding  of  required 
documentation.      In  excess  of  fifty  medications  were  examine 
for  proper  labeling.     All  labeled  preparations  reviewed  had 
appropriate  elements  of  labeling. 
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